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In 1927 Schamberg and I' reported on the use of gold and sodium 
thiosulfate in the treatment of 25 patients with lupus erythematosus. 


Stimulated by the encouraging results from the use of gold compounds 


reported first by Ruete’ and later by Kohrs,* Brock,* Martenstein,° 


Fried ° and Westphalen,’? we gave several injections of gold arsphen- 
mine to a patient with pronounced lupus erythematosus of twenty-five 
years’ duration in January 1925. No improvement resulted, and col- 
loidal gold was then used, with encouraging results. The patient eventu- 
ally made a complete recovery under treatment with gold and sodium 
thiosulfate, this drug being finally selected as giving the best therapeutic 
results with the least toxic effects. We concluded from a review of 
the literature that this was the first time that the drug had been used 
in the treatment of lupus erythematosus. 

Since 1927, there have been numerous reports in the literature on 
the use of gold and sodium thiosulfate in the treatment of lupus ery- 
thematosus, most of which have been favorable, as have been reports 
on the use of other gold compounds in the treatment of this disease. 
Whitehouse and Bechet’s* results with gold and sodium thiosulfate 
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were encouraging. Rivelloni® considered gold and sodium thiosulfate 
therapeutically to be the best of the gold compounds but also the most 
toxic. He reported a cure in 6 of 16 cases, considerable improvement 
in 3, slight improvement in 6 and no change in 1. Pautrier and Lévy 


reported good results in 15 cases, only 2 patients showing a slight intol- 


erance to gold. Haxthausen '' treated 109 patients with gold chloride, 
35 per cent being cured and 30 per cent considerably improved. Davies," 
in a small series of 9 cases, reported 6 patients cured, 1 patient slightly 
improved and 2 unimproved. Saunders '* treated 32 patients with gold 
and sodium thiosulfate, with 15 cured, 4 almost cured, 6 improved, 
1 worse as a result of treatment and 6 lost from observation. Scolari " 
used 4-amino-2-aurothiophenol carbonic acid in the treatment of 31 
patients, with 25 (80.6 per cent) cured. This is the highest percentage 
of cures reported by any writer. Roxburgh and Corsi '’ considered 
gold and sodium thiosulfate to be the best gold compound for the treat- 
ment of lupus erythematosus and reported 6 of 35 patients cured, 12 
vastly improved, 2 slightly improved, 8 unchanged and 7 worse after 
treatment. 

Towle’s '° report in 1931 was of great value from a statistical stand- 
point, as he collected 420 cases of lupus erythematosus in which gold 
compounds were used and which were reported fully enough for an 
analysis of results. His tabulation follows: 

Number of 

Patients Cured Improved Failures 
American 3 163 (51%) 134 (42%) 22 (6.8%) 
Foreign 46 (45.5%) 49 (48.5%) 6 (5.94%) 

Towle called attention to the fact that Americans have reported 
5.5 per cent more cures than European writers and suggested that gold 
and sodium thiosulfate, which is used more extensively in America than 
in foreign countries, is slightly more efficacious. 

In the same year Strandberg **? reported on the use of gold com- 
pounds in 84 cases, of which 82 were female and 2 male. Of this 
group of patients, 35 (42 per cent) were cured, 23 (27 per cent) almost 
cured, 17 (20 per cent) improved, 6 (7 per cent) unchanged and 3 
(4 per cent) made worse. 
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utledge '* cured 18 of 56 patients; 9 were markedly improved, 
vere moderately improved and 8 were not benefited. 

Some modifications of treatment with gold compounds have been 
osed. Broeman '* suggested irradiation with radium locally together 
intravenous injections of a gold preparation and reported cure 

}of 14 patients so treated, with the other 6 having a relapse. Monash 
lraub *” suggested the intradermal injection of gold and sodium 

thiosulfate directly into the patches of lupus erythematosus. They 
reported good therapeutic results and no untoward sequelae, with the 


exception of a relatively mild tissue reaction which was easily controlled 


hy the addition of procaine hydrochloride to the solution. Jones and 
\lden ** later suggested the subcutaneous injection of a preparation of 
gold and sodium thiosulfate-marketed as a stable solution and reported 
immediate good results in a small number of cases. Pinetti ** used gold 
arsphenamine, which was the first preparation tried by Schamberg and 
me, and reported 56 per cent good results, 25 per cent moderate improve- 


ment and 19 per cent failure. 


RESULTS OF TREATMENT WITH GOLD COMPOUNDS AFTER A 
PERIOD OF TEN YEARS 
\fter our original report in 1927, Schamberg and I decided that 

a study of the use of gold compounds in the treatment of lupus erythe- 
matosus for a ten year period would be necessary to evaluate correctly 
the percentage of cures or degree of improvement and the permanence 
of results. The first injection of a gold compound in the treatment of 
lupus erythematosus was administered in January 1925, so that January 
1935 marked the end of the ten year period. During this time 103 
patients with lupus erythematosus were observed in the private practice 
of Dr. Schamberg and me, and 76 of these patients have been followed 
to the present time. The remaining 27 patients either received an 
insufhcient amount of treatment to be included in this analysis or cannot 
be traced. In addition, a large number of patients have been treated 
at the dermatologic clinics of the Graduate School of Medicine of the 
University of Pennsylvania and at the Temple University Medical 
School, but owing to lack of personal observation and the difficulty 
of follow-up on patients seen in a clinic none of the cases is included 
in this study. 
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It was early determined that in cases of subacute or quiescent lupus 
erythematosus the initial dose of gold and sodium thiosulfate should 
not be over 25 mg., the second dose 50 mg. and subsequent doses 
100 mg. In cases of active inflammatory disease the initial dose should 
be 5 mg. This plan of dosage has proved to be satisfactory and is stil] 
used. Treatments are ordinarily given at intervals of one week. In 
a few cases it proved necessary to increase the dose to 200 or even to 
300 mg. weekly before the desired therapeutic effect was obtained. 

One warning is always necessary for the physician inexperienced 
in the use of gold compounds, and that is to question the patient care- 
fully each week as to whether itching of any part or all of the cutaneous 
surface followed the previous injection. Pruritus is almost always 
a warning sign that a dermatitis will develop if the administration of 
the drug is continued and calls for immediate change to injections of 
sodium thiosulfate. Often preparations containing gold may later be 
safely administered to persons who have had this warning sign of 
pruritus and even to patients who have had gold dermatitis. 

There seems to be no limit to the amount of gold some patients 
may receive without showing signs of intolerance. One patient whose 
case is included in the following tables has had, to my knowledge, 
almost 10,000 mg. of gold and sodium thiosulfate. 

The tables briefly summarize the results of treatment in each of the 
76 patients, and reports of cases illustrative of results and the various 
problems met with in treatment are given. The amount of gold and 
sodium thiosulfate listed in table 1 represents only the amount received 
up to the time of disappearance of all lesions. 

Cases in Which Cure Occurred—The following reports are of 
typical cases in which cure resulted. 


Case 125 (table 1).—Cure of seven years’ duration. 

Mr. R. B., aged 39, first had the eruption on his face during boyhood. It 
gradually spread until when first seen in 1925 the patient presented a reddish, 
almost purplish, telangiectatic eruption over the greater part of the face. There 
was some scarring, which was attributed to roentgen therapy received in 1910. 
Injections of gold arsphenamine were first given in 1925. The patient received 
five injections at intervals of three or four weeks without improvement. He was 
next given injections of colloidal gold, and in December 1925 the condition was 
markedly improved, the injections having been given at intervals of from three 
to four weeks beginning in May. In March 1926 injections of gold and sodium 


thiosulfate were started, and the patient received 100 mg. at intervals of from two 
f April 1926 approximately 


to three weeks, with great improvement. At the erd o 
90 per cent of the eruption had disappeared. On Jan. 4, 1927, he was “almost 
well,” and on Jan. 2, 1928, “no eruption remained.” The patient has remained 
under observation at three or four month intervals, and at no time has there been 
a recurrence. He has received 2,800 mg. of gold and sodium thiosulfate, although 
he had received only 900 mg. up to January 1928, when he was pronounced cured 


23. This was case 9 of Schamberg and Wright.! 
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5 (table 1).—Large doses required. 
Irs. E. J., aged 36, presented erythematous patches of the butterfly type on the 
and cheeks, with scattered guttate lesions elsewhere on the face, chest and 
; of the hands. The eruption began in 1924: the patient was first seen by 
Schamberg and me in June 1927. In the interim she had received high vol- 
roentgen treatment to the mediastinal and retroperitoneal glands at the Mayo 


with temporary improvement. As a result, however, she suffered severe 


( 


ominal pains and required as much as 3 graitis (0.195 Gm.) of morphine daily 


relief. The patches soon reappeared in full bloom. 


Cases in Which Cure Followed Treetment with Gold Preparations * 


Duration Amount of 
of Gold and 
Lupus Sodium 
Erythe- Thiosulfate, 
Inatosus Mg. Comment 
2 ¥F. OO) Well for 7 years (figs. 1, 2 and 3) 
l yr. 1,440 Dermatitis; administration of drug resumed 
later 
ll yr. vs Death from childbirth 
;mo, 2,375 (1) Fever and metrorrhagia; (2) general purpura 
after 1 Gm.; two relapses 
Maximum doses of 300 mg. required before cure: 
has been well for 7 years 
Acute type, with daily elevation of temperature 
at start 
One relapse; later cured 
Well for 6 years 
Well for 6 years 
Died in 1931 of nephritis 
Well for 5 years 
Treatment with gold preparations before 1950 
said to have failed 
Well for 5 years 
Well for 4 years 
Well for 4 years 
Well for 3 years 
Severe exfoliative dermatitis; lupus erythemato- 
sus cleared during period of exfoliation 
Well for 4 years 
Relapse in 1933; well for 2 years 


Acutely inflammatory lupus erythematosus 


These cases approximate 37 per cent of the total number. The last five cases have been 
hserved for less than one year since the condition was cured. 


On June 24, 1927, an initial injection of 20 mg. of gold and sodium thiosulfate 
vas given and was followed in three days with 5€ mg., on June 30 with 60 mg. 
and on July 7, 18 and 25 and August 1, 8 and 15 with 100 mg. At this time there 
was a distinct lessening of the inflammation in the patches, and the patient returned 
to her home in California to continue treatment with her local physician. Improve- 
ment soon ceased, and by correspondence a weekly dose of 200 mg. was advised, 
this later to be increased to 250 and 300 mg. Under this regimen the eruption 
disappeared by Jan. 1, 1928. That the patient has remained entirely well since 
then is attested to by a letter to me dated Feb. 28, 1935, from which the following 
xcerpts are taken: “The value of gold therapy in my case has been 100 per 
cent. . . . IT have no scars and have a beautiful skin. If you ever need a 

ired case for demonstration of the value of gold therapy, I should be only too 


ippy to be shown.” 
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Fig. 1 (case 1).—An eruption of twenty-five years’ duration. The photograp! 


was taken in January 1925. 





Fig. 2 (case 1).—Photograph taken in April 1926. 
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se 10 (table 1).—Cure following small doses. 

e case of Mrs. J. W., aged 72, indicates the extremely small doses that are 
red and may prove effective in cases in which the condition is highly inflam- 
ry. She consulted Dr. Schamberg and me in June 1929, at the request of 
C. M. Griswold, of Houston, Texas. She presented an extensive, highly 


mmatory eruption on the cheeks, neck, chest and arms, of five years’ duration. 


use of the inflammatory nature of the eruption and the patient’s age, only 
eo. of the drug was injected intravenously. Five days later the patient felt 
ill and fainted at the breakfast table. This condition cleared up in 





Fig. 3 (case 1).—Photograph taken in January 1935. 

twenty-four hours, and she was given 2 mg. intravenously. Within twenty-four 
hours she was acutely ill, with fever, albuminuria, a sensation of burning of the 
urine and nausea, and was removed to a hospital, where she remained two weeks, 
until the albuminuria disappeared. Within forty-eight hours after the second 
njection the skin began to clear, and the patient returned home on August 1, with 
the eruption entirely gone. As described in a letter written August 9: “The skin 

lovely and smooth, and general health excellent.” In a note dated Feb. 25, 1935, 
Dr. Griswold stated: “Mrs. J. W. remained free from lupus erythematosus with- 
out further treatment until her death eighteen months later from nephritis.” The 
relationship of the nephritis to the therapy with gold compounds is questionable in 


ew of the patient’s age. 
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CAsE 17 (table 1)—Cure following gold dermatitis. 

Mr. L. B., aged 59, was referred to me on Aug. 30, 1932, by Dr. J. J. Qu 
of Easton, Pa., with markedly hyperkeratotic discoid lesions of lupus erythemat 
on each cheek and the left side of the upper lip of one and a half year’s durat 
After 625 mg. of gold and sodium thiosulfate had been administered, at which 
time the lesions were unchanged, generalized exfoliative dermatitis developed, 
Weekly injections of sodium thiosulfate were given for two months, at the end 
of which time the dermatitis had disappeared, together with all the lesions of 
iupus erythematosus. The patient has been observed at irregular intervals, the 
last time being on March 22, 1935, and there has been no further evidence of the 
eruption. There is scarcely any visible scarring. 

Case 19 (table 1)—Value of continued therapy after relapse. 

Mr. O. R., aged 37, consulted me on Sept. 9, 1932, at the request of Dr. P. F, 
Drake, of Phillipsburg, N. J. He presented scattered patches on the entire left 
cheek and the backs of both ears of two years’ duration. After 1,525 mg. of gold 
and sodium thiosulfate had been administered, the skin was entirely clear. Treat- 
ment was discontinued, and one month later a number of new patches appeared. 
Aiter an additional 1,225 mg. of the drug had been administered, the face was 
again free from eruption and it has remained clear, but the patient receives an 
injection of 100 mg. of gold and sodium thiosulfate every two weeks. He has 
had over 7,000 mg. of the drug, with no untoward effects. He does not discon- 


tinue therapy for fear of a second relapse. 


Cases in Which Marked Improvement Occurred.—A study of table 2 
reveals the fact that many of the patients discontinued treatment when 


only partially well. This was due in some instances to reactions which 


made the patient fear further injections, to discouragement with partial 
relapses, to expense, to the fact that the patient lived some distance 
from Philadelphia and could not return for repeated injections or the 
local physician was unable to give treatments, and in some instances 
to the fact that the patient was satisfied with the improvement and did 
not care to undertake further therapy. Just how many of the group 
might have been completely cured by continuing the treatment it 1s 
difficult to say. All the cases were checked, and it was ascertained that 
a marked degree of improvement was maintained before the cases were 
included in table 2. 


Case 2924 (table 2).—Mr. J. U., aged 58, consulted Dr. Schamberg and me 
mn Dec. 23, 1924. There was well marked lupus erythematosus, with inflammatory 
patches covering the greater part of each side of the face of five years’ duration. 
In 1925 the administration of gold and sodium arsphenamine was instituted, and 
after two injections at weekly intervals the eruption largely disappeared. The 
patient later received three more injections, and the lesions entirely disappeared 
except for an angry looking scar caused by the application of carbon dioxide snow 
several years before. In 1930 the eruption partially recurred, and treatment with 
gold and sodium thiosulfate was instituted, with improvement after a total of 
325 mg. had been administered. After that the patient was not seen. In a letter 
dated March 4, 1935, he stated: “One side of my face has remained well, the 
other not quite well.” 


24. This was case 2 of Schamberg and Wright.! 





RIGHT—GOLD COMPOUNDS IN LUPUS ERYTHEMATOSUS 421 


ses In Which Moderate or Slight Improvement Occurred.—A 
of table 3 shows that of 13 patients only moderately or slightly 
ved, 6 had a reaction and because of the reaction refused further 
nent. Two patients were discouraged because of relapses, and 
emainder discontinued therapy because progress was not sufficiently 
[ should not classify these cases with those of therapeutic failure, 
persistence would certainly have cleared up the condition in at least 


ww. Only 2 patients of the group received as much as 1,000 mg. of 


drug. 


Cases in Which Marked Improvement Followed Treatment with 
Gold Prepara ions 


Duration Amount of 
of Gold and 
Lupus Sodium 
Age, Erythe- Thiosulfate, 
No. Years Sex Year matosus Comment 
8 M 1925 6 yr. 325 Maintained improvement (letter 1955) 
M 1926 2 yr. 7 Cleared twice; partial relapse each time 
l M 1926 3 yr. Cleared twice; partial relapse each time 
4 M 1927 3 yr. Clear 2 years; partial relapse 
39 M 1927 5 yr. 
2 M 1927 6 mo. i Partial relapse in 1933 
7 F 1928 15 mo. 52% Stopped treatment when nearly well 
{ F 1928 3 yr. , Borders of two patches persisted 
) N 1929 9 mo. 2%: Stopped treatment; no further outbreak 
F 1920 2 ¥¥. 25 Almost clear three times; three relapses; nephritis 
F 1930 6 yr. 2,60 Dermatitis from gold; almost cured of lupus 
erythematosus 
M 1930 4 yr. Stopped treatment 
F 1930 12 yr. 9375 Carcinoma in old radium burn caused death 
M 1930 1 yr. Stopped treatment; 90 per cent improved 
M 1930 2 yr. 92: Stopped treatment; 90 per cent improved 
1930 10 mo. 3,34 Stopped treatment; almost cured 
1920 6 mo. § Two relapses; stopped treatment 
193 4 mo. eee Returned to Sweden; almost well 
193: 1 yr. Oceasional slight relapse 
193° 10 mo. Stopped treatment 
1933 15 mo. Cleared after 850 mg.; relapse 
1934 14 yr. 55 Cleared after 375 mg.; relapse with jaundice 
1934 3 yr. Limited to sealp:; partial return of hair 
1934 4 yr. 375 Dermatitis: improvement continued 
1934 2 yr. 5 Superficial patches; almost disappeared 
1934 6 mo. 275 Superficial patches; almost disappeared 


These cases approximate 34 per cent of the total number. 


Cases in Which There Was No Improvement.—lt is difficult to 
account for complete failure. A drug that acts almost as a specific in 
a fairly large percentage of cases of a disease entity should reasonably 
be expected to benefit the condition in all cases of the same type, but 
some of the failures indicated in table 4+ can be attributed only to failure 
of the drug to have any therapeutic action. Furthermore, 4 of the 
patients received bismuth therapy after failure of the treatment with 
a gold preparation, and in no instance was there the least improvement. 


Case 74 (table 4).—Occasional extreme resistance of lupus erythematosus to 

| therapeutic procedures. 

Miss H. B., aged 23, consulted Dr. Schamberg and me in 1927. There were 
‘id patches of lupus erythematosus on each cheek, the forehead and the scalp. 
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Injections of gold and sodium thiosulfate were given weekly until the patient 
had received a total of 4,700 mg., at which time there was not the slightest 
improvement. Weekly injections of bismuth subsalicylate and later of quinine 
bismuth iodide were given for four months, again with no change in the eruption, 
Later the intradermal injection of gold and sodium thiosulfate into the diseased 
areas, as suggested by Traub and Monash, was tried, five injections at intervals of 


TABLE 3.—Cases in Which Moderate or Slight Improvement Followed 
Treatment with Gold Preparations * 
Duration Amount of 
of Gold and 
Lupus Sodium 
Age, Erythe- Thiosulfate, 
No. Years Sex Year matosus Mg. Comment 


47 F 1926 3 yr. 325 Cleared 50 per cent; relapse 4 years later 
52 M 1926 22 yr. 775 Stopped treatment 
31 M 1927 2 yr. exeua 
20 M 1927 ® YY. 25 Two relapses; remains partially well 
F 1927 yr. § Administration of gold preparations stopped 
because of recurrent eczema 
1928 ¢ . enti Chills and fever after each injection 
1928 5 yr. 875 Dermatitis; stopped treatment 
1928 20 yr. 9125 Purpura; dermatitis 
1929 yr. 525 Dermatitis 
1930 3 yr. nasa Stopped treatment 
1982 yr. U6 Stopped treatment 
1932 yr. 77 Recurrent pruritus 
1933 yr. D75 Dermatitis 


* These cases approximate 17 per cent of the total number. 


TaBLe 4.—Cases in Which Complete Fatlure lollowed Treatment with Gold 
Preparations * 


Duration Amount of 
of Gold and 
Lupus Sodium 
Age, Erythe- Thiosulfate, 
No. Years Sex Year matosus Mg. Comment 


1925 10 mo. 5,700 Eruption spread in spite of treatment 
1926 1 yr. 375 Improved; fatal relapse 2 years later 
1926 11 yr. ee Cirrhosis developed in 1934 

1925 2 yr. ones’ Dissemination and death 

1926 4 yr. 35 Also had erythema induratum 

1927 11 yr. ean Treatment for 3 years unavailing 

1927 6 yr. ot Treatment for 4 years unavailing 

1928 6 mo. 3,00 Treatment for 3 years unavailing 

1929 4 yr. 


* These cases approximate 12 per cent of the total number. 


one month being given into each patch, with no change. The patient was last 
seen in 1933, and the eruption was, if anything, slightly more widespread. 


It will be noted that 2 of the patients whose cases are listed in table 4 
have died. Case 71 was included in the original report of Dr. Scham- 
berg and me.’ The sodium gold double salt of an amino-argylphos- 
phinic acid and not gold and sodium thiosulfate was administered in 
this case, and although death may justly be attributed to the use of 


gold, the lupus erythematosus was of a diffuse type, for which it is 





VRIGHT—GOLD COMPOUNDS IN LUPUS ERYTHEMATOSUS 423 


itful if gold preparations would be administered today, in the light 
uller experience. 
Treatment with Gold Compounds of Lupus Erythematosus in Chil- 
-One of the earliest reports of the use of gold compounds in the 
atment of lupus erythematosus in a child was that of Sainz,*° who 
ated a boy of 12, with improvement in the cutaneous lesions. Cum- 
er 2° summarized the literature on this subject in 1931 and was able 
collect reports of 12 cases of children with lupus erythematosus 


treated with gold preparations, with the following results: 4 cured, 
| almost cured, 2 markedly improved, 1 improved, 1 improved with 
. relapse, 1 with gradual recession, 1 with no change and 1 with exan- 


them after the first injection. 

Two cases of lupus erythematosus occurring in children are reported 
in this paper. In case 47, in which the patient has been under observa- 
tion for the past three vears, there has been a good therapeutic result. 


Case 47 (table 2).—B. T., a 5 year old girl, was referred to me by Dr. J. C. 
Copp, of Toronto, Canada, early in 1932, with a history of lupus erythematosus 
developing on each cheek after a severe attack of tonsillitis one year previously. 
Examination revealed a typical butterfly patch spreading across the nose to each 
cheek, with a smaller patch on the forehead. The patient had been treated with 
roentgen and ultraviolet irradiation without benefit. An initial injection of 
2 mg. of gold and sodium thiosulfate was given, following which the child had 
an elevation of temperature to 100 F. Five days later 5 mg. of the drug was 
given, with no rise of temperature, and three days later, 8 mg., with no untoward 
result. The child returned home, and treatment was continued by Dr. Copp, 
who gradually increased the dose until 3 mg. was being given weekly. 3y 
October 1932 there was marked improvement, and when I saw the child again 
in April 1933 the eruption was almost gone. Treatment with the gold compound 
was discontinued, but this was followed in a few months by a partial recurrence 
of the eruption; so injections of the drug were again started and have been con- 
tinued fairly steadily. In a letter dated Feb. 28, 1935, Dr. Copp best explained 


Betty’s skin has cleared up except a 2 mm. spot on 


“ 


he child’s present condition: 
the tip of the nose and a 1.5 cm. by 0.5 cm. spot on the right cheek.” 


Although case 69 was included in table 4, the condition was actually 
much improved by the administration of the gold compound, but a 
severe relapse occurred two years after therapy was discontinued, and 
the patient died without further trial of the drug. Death in this case 
was attributed to severe constitutional manifestations and not to gold. 

Certain it is that for children extremely small doses of the compound 
are necessary at the start of treatment, and it is probable that continued 
therapy over a period of years is required, for it is the history in the 
majority of such cases that there is a fatal termination. 

25. Sainz: Zentralbl. f. Haut- u. Geschlechtskr. 3:325, 1922. 

26. Cummer, C. L.: Lupus Erythematosus in Infancy and in Childhood, Arch. 


lermat. & Syph. 24:998 (Dec.) 1931. 
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REACTIONS 
That reactive manifestations occur not infrequently after the admin- 
istration of gold compounds is well known, and the literature is replete 
with reports of cases in which reactions occurred, varying from simple 
pruritis to death. In 1927 Schamberg and I! classed these reactions 


TABLE 5.—Reactions ta Treatment with Gold Preparations 


Amount of 
Gold and 
Sodium 
Thiosulfate, 
Type of Reaction Mg. 


No. 
of Age, 


Case* Years Comment 


38 Scarlatiniform erythema.... 525 Therapy resumed 4 months later 
20 Death Dissemination of eruption following ad 
ministration of sodium gold double salt 


Metrorrhagia, purpura 
haemorrhagica 
Fever, albuminuria 
Headache and fever 
first two injections 
Exfoliative dermatitis....... 


after 


Dermatitis of face and neck 
Fever, edema of face...... 


Rise of temperature 
Jaundice, enlarged liver 
Scarlatiniform erythema.. 


Eczema, pruritus............ 


Chills, fever 
Scarlatiniform erythema.... 


Purpura haemorrhagica, 
searlatiniform erythema 
Searlatiniform erythema.... 
Recurrent pruritus........... 
Scarlatiniform erythema.... 
MEN eOe doh eGacawaadeecs 


Reaction 


Dermatitis 

Fever 

Purpura 

Jaundice 
Albuminuria.......... 
Metrorrhagia...... 

Recurrent pruritus... 
Fatality 

Exacerbation of eczema...... 
Cirrhosis (doubtful etiology) 


Résumé 


of an amino-argylphosphinie aci 
Therapy resumed 6 months later 


Died 18 months later of nephritis 

Small doses (10 to 25 mg.) stopped rea 
tions 

Lupus erythematosus disappeared without 
further therapy 

Administration of gold preparation 
(small doses) resumed later 

Previous flare-up after removal of 
abscessed teeth 

No reaction after first two injections 

Therapy resumed 2 months later 

Improved considerably without 
treatment 

Eezema present before therapy was 
started; therapy caused exacerbations 

Reaction followed each injection 

Reaction caused patient to stop treat 
ment 

Patient refused further therapy 


further 


Patient refused further therapy 
Itching of legs after each injection 
Patient refused further treatment 
Relation to therapy doubtful 


No. of Cases 


.. 10.5%) 


- (5.25%) 


4 
] 
] 
l 
l 
l 
1 
] 


* These are the numbers as listed in tables 1, 2 and 3. 
under three headings: (1) foreign protein reactions, (2) toxic reactions 
due to the gold compound, including cutaneous reactions, and (3) imme- 
diate reactions. In an extensive survey covering the subject of reactions 
to gold compounds Driver and Weller *’ listed the various types of 
reactions: (1) immediate reactions, including anaphylactic reactions, 
febrile reactions, metallic taste in the mouth and protein reactions to 


27. Driver, J. R., and Weller, J. N.: Untoward Results from the Use of 


Gold Compounds, Arch. Dermat. & Syph. 23:87 (Jan.) 1931. 
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lal gold; (2) delayed toxic reactions, which usually occur after 
econd or subsequent injection and include stomatitis, gingivitis, 
titis, digestive disturbances and albuminuria; (3) reactions involv- 
the skin, and (4) death. This classification may be accepted as 
wing all the various types of reaction included in the literature on 
tment with gold preparations, and in my experience it includes all 
reactions that I have seen. 
Iinmediate Reactions—Since using gold and sodium thiosulfate 
clusively in the treatment of lupus erythematosus, I have observed 
, instances of immediate reactions. It is my opinion and that of Dr. 
Schamberg that immediate reactions are not due to the gold in the 
compound but to some impurity or to some dissociation of the com- 
pound, producing a physical, change in the blood or blood vessels. 
Delayed Toxic Reactions—Four instances of rise of temperature, 


Ol 


2 of purpura haemorrhagica, 1 of jaundice, 1 of albuminuria and 1 of 
metrorrhagia may be included in this group. The fever which some- 
times follows the first few injections of a gold preparation is of little 
significance and soon disappears. Purpura, however, may prove serious, 
as in the case reported by Weil ** in 1931. Instances of purpura follow- 
ing treatment with a gold preparation have also been reported by 
Manas,*” Nicholas, Lebeuf and Charpy,*® Griveaud,** Weil and Bous- 


r** and Jones, Tocantins and Corson.** 
\lbuminuria occurred in only 1 of my cases, and the patient died 


eighteen months later of nephritis, but she was 73 at the time of death, 
so the nephritis and death could not be directly attributed to the gold. 


\lbuminuria and nephritis caused by gold have been reported by 
Siguret,** and renal accidents were described by Kallo.** 

Not a single instance of stomatitis occurred in my series of cases. 
Numerous cases of stomatitis have been reported in the literature. 
Fissured lesions of the skin around the mouth occurred in a case 
reported by Dumas, Gaté and Cuilleret.“° Sainz de Aja** reported a 


case in which there was persistent lichenoid stomatitis. 


28. Weil: Paris méd. 2:102, 1931. 
29. Manas: An. de vias digest., sangre y nutricidn 2:193, 1930. 
30. Nicholas, Lebeuf and Charpy: Bull. Soc. franc. de dermat. et syph. 39: 
328, 1932. 
31. Griveaud: Bull Soc. frang. de dermat. et syph. 39:822, 1932. 
32. Weil and Bousser: Sang 6:800, 1932. 
3. Jones, H. W.; Tocantins, L. M., and Corson, E. F.: Pennsylvania M. J. 
7809, 1934. 
34. Siguret: Hopital 22:258, 1934. 
35. Kall6: Ann. d’anat. path. 11:21, 1934. 
36. Dumas, Gaté and Cuilleret: Bull. Soc. france. de dermat. et syph. 38:279, 


> 
mn 


| 


37. Sainz de Aja: Clin. y lab. 19:177, 1932. 
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Most severe of all untoward effects of gold preparations, with the 
exception of death, is permanent blindness, reported in 1 case by 
Ketron ** and in 1 by Rulison.*® 

Cutaneous Reactions—Pruritus and scarlatiniform rashes are 
undoubtedly the commonest manifestations of toxicity due to gold. In 
case 66 (table 3) the patient complained of itching of the skin each 
time after the last four of nine injections of gold and sodium thiosulfate, 
with no visible erythema at any time. The itching caused him eventually 
to refuse further therapy. <A scarlatiniform erythema developed in 
7 cases, and in 4 of these the patient complained of pruritus the week 
before the rash developed. Six of these patients had a mild exfoliation, 
and in a seventh a severe exfoliation developed. Weeping dermatitis 
of the face and neck developed in another patient. Pruritus may usually 
be accepted as a warning sign of intolerance and calls for temporary 
discontinuance of the administration of the gold preparation. In fact, 
it is advisable immediately to change to injections of sodium thiosulfate 
intravenously on the first complaint of itching during a course of injec- 
tions of a gold compound. This erythroderma has been well described 
in the reports of Gaté, Cuilleret and Tiran,*® Louste and Griffiths *' and 
Zanzucchi.*? A mild exfoliation naturally follows the clearing of the 
dermatitis. Gougerot and Carteaud ** called attention to the fact that 
when erythroderma develops it may enhance the therapeutic action of 
the gold and bring about a cure, even though little gold has been admin- 
istered. In 1 of my cases (case 17) complete disappearance of all the 


patches of a hypertrophic type of lupus erythematosus occurred during 


a period of exfoliation resulting from the toxic action of gold. 

Sodium thiosulfate in doses of 1 Gm. dissolved in 10 cc. of sterile 
distilled water should be given at the first appearance of a dermatitis 
and in my experience has never failed eventually to clear up the der- 
matitis. Injections may be given every other day for the first week 
and then at weekly intervals. Often a patient in whom a dermatitis 
has developed as a result of the administration of a gold compound 
may later be given further treatment without difficulty, but when therapy 


38. Ketron, L., in discussion on Strauss: Lupus Erythematosus, Arch. Dermat. 
& Syph. 17:742 (May) 1928. 

39. Rulison, in discussion on Strauss: Lupus Erythematosus, Arch, Dermat. 
& Syph. 17:743 (May) 1928. 

40. Gaté, Cuilleret and Tiran: Bull. Soc. fran¢g. de dermat. et syph. 39:476, 
1932. 

41. Louste and Griffiths: Bull. Soc. franc. de dermat. et syph. 39:672, 1932. 

42. Zanzucchi: Osp. maggiore 20:157, 1932. 

43. Gougerot and Carteaud: Bull. Soc. franc. de dermat. et syph. 37:1171. 
1930. 
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sumed the doses should be small, for instance, from 5 to 10 mg. 
rold and sodium thiosulfate. 
Fatalities —Driver and Weller referred to 16 instances of death 
cases of lupus erythematosus following treatment with gold prepa- 
ions. An analysis of these cases showed that in a large number 
death in all probability was caused by excessive doses of the drug. 
Except for 1 case, reported in the early paper by Schamberg and 
(case 71, table 4, of this paper), there have been no fatalities 
directly attributable to the gold. In this case dissemination of the lesions 
occurred after the fourth injection of the sodium gold double salt of 
an amino-argylphosphinic acid. Four other patients have died, 1 of 
eclampsia of pregnancy two years after treatment with the gold com- 


pound was discontinued and another of carcinoma which developed in 


patches of lupus erythematosus which had been treated several years 
previously with radium. <A third patient, a child of 5, died following 
dissemination of lupus erythematosus two vears after treatment with 
the gold preparation had been discontinued. Death of the fourth of the 
patients may possibly have been the result of the administration of 
the gold compound, for albuminuria developed after the second injection, 
and the patient died eighteen months later of nephritis, having appar- 
ently made a complete recovery, however, after administration of the 
drug was discontinued, not only from the lupus erythematosus but from 
the albuminuria. 


In a case reported by Achard, Coste and Calen * 


agranulocytosis 
and purpura haemorrhagica developed from treatment with gold com- 
pounds, the agranulocytosis resulting in death. 

Throne, Kingsbury and Myers,** in commenting on the fact that all 
gold compounds are toxic, stated that in their opinion the dangers of 
their use can be minimized by (1) a preliminary examination of the 
patient for focal infections, with removal of all foci; (2) a preliminary 
analysis of the blood, a high content of sugar and a low content of 
chloride indicating physiologic dysfunction and calling for a preliminary 
course of sodium thiosulfate, and (3) discontinuation of the adminis- 
tration of the gold compound at the first sign of intolerance (indicated 
by dryness of the mouth and cutaneous itching), followed by the 
administration of sodium thiosulfate. 

Relapse —Thirteen of the 76 patients in this series suffered from 
one or more relapses of the lupus erythematosus after being either 

44. Achard, Coste and Calen: Bull. et mém. Soc. méd. d. hop. de Paris 48: 
542, 1932. 

45. Throne, B.; Kingsbury, J., and Myers, C. N.: Unusual Clinical Manifesta- 
tions Following Intravenous Administration of Gold Compounds, Arch. Dermat. & 
Syph. 25:494 (March) 1932. 
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partially or entirely freed from the eruption. Two patients suffer: 


two relapses and 2 others three relapses. In some instances the relay 


was directly attributable to too early discontinuance of therapy, an 
further administration of a gold preparation resulted in the erupti: 
either clearing entirely or showing further improvement. In other case 
the patient was discouraged by a relapse and refused further treatment. 
! have made it a policy in recent years to continue treatment for a period 
of several injections beyond the point of cure and then to keep the 
patient under observation whenever possible. If lupus erythematosus 
is of systemic origin the rationale of prolonged treatment to prevent 
relapse may be well appreciated, just as it is understood in cases of 
syphilis, in which one administers treatment far beyond the point of 
disappearance of active manifestations. Instances of relapse occurring 
while the patient was still receiving treatment with a gold preparation, 
as reported by McCafferty *° and Shaffer,*7 may be regarded as evidence 
of therapeutic failure of the drug. 

Cases Lost from Observation.—Twenty-seven additional patients 
with lupus erythematosus were seen between January 1925 and June 
1933. All the patients received from one to eleven injections of gold 
and sodium thiosulfate and then did not return for further treatment 
and have not been traced. Six of the patients were improved by the 
treatment given up to the time last seen. One patient was “free from 
eruption” but cannot be traced. The remaining 20 patients received 
less than five injections, and their cases cannot be included in a study 
of the therapeutic value of gold. 


COMMENT 

Even over a ten year period it is impossible to determine accurately 
the value of the administration of gold compound in the treatment of 
lupus erythematosus. When one considers that prior to the introduction 
of this treatment the outlook for improvement or cure was virtually 
hopeless, it may be appreciated that the introduction of gold compounds 
has been of tremendous benefit. That 1 patient has remained well for 
seven years and 2 for six years signifies that hope of permanent cure 
is not in vain. The safety of administering gold compounds has been 
greatly enhanced by a better understanding of dosage and of the warn- 
ing signs of intolerance, which lead the physician to take measures to 
prevent serious accidents. Further refinements in therapy will undoubt- 


46. McCafferty: Lupus Erythematosus of the Lips, Arch. Dermat. & Syph. 
19:486 (March) 1929. 

47. Shaffer, L. W.: Lupus Erythematosus Disseminatus (Subacute), Arch. 
Dermat. & Syph. 20:539 (Oct.) 1929. 
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be discovered, which may eventually lead to a higher percentage of 

results. It is my distinct impression that the percentage of cure 

ld be even higher with modern therapy if entire cooperation by the 

ent could be achieved, for certainly in some cases improvement could 
»e become cure by additional therapy. 


SUMMARY 
The cases of 76 patients with lupus erythematosus who were treated 
ith gold compounds, chiefly with gold and sodium thiosulfate, are 
reported. All the patients have been followed from the time of first 
observation to January 1935. The cases of 27 additional patients to 
whom gold compounds were administered but who were lost from 
observation are not included in the statistical study. 
Twenty-eight patients, or 37 per cent, are regarded as cured; 26, 
34 per cent, were almost cured or were greatly improved; 13, or 
17 per cent, were improved moderately or slightly, and 9, or 12 per cent, 
failed to respond favorably to treatment with gold compounds. 
Of the patients regarded as cured 2 have been well with no relapse 
for seven years, 2 for six years, 2 for five years and 3 for four years. 


The amount of gold and sodium thiosulfate required for cure varied 


froma minimum of 12 mg. in 1 patient to a maximum of 2,750 mg. in 
another. 

Thirteen (17 per cent) of the 76 patients suffered one or more 
relapses after being partially or entirely free from lesions. In some 
patients the lesions cleared again following further treatment with the 
drug, and some were discouraged and refused further therapy. 

Nineteen (24 per cent) of the patients suffered a reaction of one 
tvpe or another from the gold. The commonest was a scarlatiniform 
dermatitis, which occurred in 8 cases. 

No fatality occurred in this series except in 1 case (treatment in 
1926), in which dissemination of the eruption and death occurred fol- 
lowing the use of a foreign preparation of gold. 


ABSTRACT OF DISCUSSION 

Dr. E. P. Zeister, Chicago: My experience with gold preparations has been 
similar to that of Dr. Wright. Shortly after Dr. Schamberg and Dr. Wright's 
first paper was published I began to use this form of treatment, and since then 
[ have used it in 60 cases in private practice. Roughly, about one third of the 
patients were cured, one third showed moderate improvement and one third failed 
to improve. It seemed to me when I first began the treatment that it was more 
effective than later, and on inquiry I learned that the method of manufacture 
of the preparation of gold and sodium thiosulfate which I had been using had 
heen changed and traces of copper had been omitted. Thinking this might be 

factor, I have resumed use of the old preparation, which is made up for me 

cording to the original formula, and the results are better. 
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I should like to ask Dr. Wright whether he has had better results with the 
treatment with gold preparations combined with radium therapy or with carb. 
dioxide snow and also what his results have been with gold compounds adminis- 
tered intradermally. During the last few years I have administered gold con 
pounds intradermally to several patients, and the results have been as good as when 
they were used intravenously. 

Dr. E-more B. TAuser, Cincinnati: In a group of cases perhaps half as large 
as Dr. Wright’s, I think my results parallel his. I can concur in almost every- 
thing Dr. Wright said, but I wish to go a little further. I think one often 
stresses the intolerance to certain drugs and not the tolerance. One is afraid of 
doing something dangerous; but the reactions are idiosyncratic. In some cases 
I have had a reaction to gold and sodium thiosulfate which seemed artificial; | 
then used only saline solutions, and the patients had the same reactions and 
complained as before; so some neurogenic phase might explain it. I use larger 
doses than Dr. Wright does. I have a summary of a history of 1 case which is 


almost unbelievable. 
R. R., a man aged 37, was first admitted to the clinic in June 1929 with a 
typical butterfly type of lupus erythematosus which, the patient claimed, followed 


a definite burn of the face. 

He first received 5.5 Gm. of neoarsphenamine; there was some slight improve- 
ment of the condition. In October of the same year the administration of gold 
and sodium thiosulfate was started. To date, the patient has had one hundred 
injections of the latter drug. At first, the dose was 0.1 Gm. Since the early 
part of 1930, the patient has received 0.3 Gm. per dose. 

During this time the patient has had varying periods of rest between injections, 
not more than a month at a time. The patient has received 27.1 Gm. of gold and 
sodium thiosulfate. He has had no reaction of any sort during this period. There 
has been no albuminuria. The patient’s general condition has been excellent. The 
lesions have not spread from the face; there is considerable scarring on the face, 
and no activity is evident at present. 

The patient received a total of 27.1 Gm. of gold and sodium thiosulfate with no 
reaction. There has been no activity for four years. I have many patients who 
have received from 7 to 10.4 Gm.. There have been reactions in some cases, and 
in 1 case death occurred following dosage similar to that advocated by Dr. Scham- 
berg and Dr. Wright in their initial paper. I think that when one has a drug 
that is of value one should stress the tolerance of different persons rather than the 
intolerance of 1 or more. Furthermore, if lupus erythematosus is a systemic 
disease and must be treated over a long period, I think one will get a larger per- 
centage of cure if one uses larger doses over a longer period. 

Dr. Howarp Fox, New York: In a series of 30 cases in private practice | 
also obtained clinical cure in about one-third, the patients remaining well for a 
number of years. In my experience recurrences even following treatment with a 
gold compound have been fairly frequent. The fact that none of my patients had 
any reaction of consequence is due, I think, to a smaller dosage than Dr. Wright 
used. In all my cases the initial dose has been 10 mg. of gold and sodium thio- 
sulfate, with increasing doses up to 25 and 50 mg. In no case has the dosage 
exceeded 50 mg. The results of similar therapy have not been as satisfactory in 
the treatment of lesions of the mouth. 

Dr. H. N. Core, Cleveland: According to Dr. Wright’s figures, 25 per cent 
of the patients had some type of reaction and a number had a severe reaction. 
The experience Dr. Driver and I had with two doses of 5 and 10 mg., respectively, 
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d and sodium thiosulfate, with resultant acute yellow atrophy and death 
a short time, would not encourage me to use 200 or 300 mg. doses. One 
remember that many men who use this therapy are not specialists, and I 
not like to see the American Dermatological Association go on record as 
mending such enormous doses of the drug. After all, it is dangerous, and 
: 4 patients will have a reaction I wonder if its use is worth the candle. 


SaMUEL AyrEs Jr., Los Angeles: I wish to corroborate Dr. Cole’s 
irks. I have had reactions of the lichenoid type, in 1 case followed by perma- 
atrophic changes. Since then I have started with small doses of gold and 
ium thiosulfate and never exceed 50 mg., and I have as good results as from 
er doses. 

[| wonder if Dr. Wright did anything about clearing up foci of infection. In 
some cases the condition can be relieved by clearing up foci of infection. In 
my practice I have observed several cases, and if the foci are neglected it may 
account for some of the bad results or failures. I think that if the foci are 
attended to a smaller amount of the drug is required. 

Dr. C. Guy Lane, Boston: Dr. Tolman expects to publish in detail the obser- 
vations in the series of cases at the Massuchusetts General Hospital, but I will give 
a few impressions in regard to cases in which he has administered treatment. 

In regard to gold and bismuth preparations, he stated that the treatment 
which seemed not to be effective often worked better in connection with the 
eradication of foci of infection. The patient is systematically studied for focal 
infection, and all foci are eradicated first if they are of major importance, but in 
the cases in which minor infections are present and gold and bismuth preparations 
are used the clearing up of the minor foci afterward apparently hastens recovery. 
Dr. Tolman has expressed the opinion that in many instances bismuth has acted 
as well and apparently as quickly as a gold preparation. However, he states 
that in the cases in which there were only a few affected areas, perhaps one or a 
few, a gold preparation has worked better and more quickly than bismuth. The 
maximum dose of gold and sodium thiosulfate used at present is 50 mg. He has 
tried several different forms of bismuth and finds that bismuth subsalicylate is 
more effective than any other. 

Dr. E. W. Asramowitz, New York: I was one of the first physicians in 
New York to receive gold and sodium thiosulfate from Dr. Schamberg. For 
several years I was enthusiastic about the results obtained in the treatment of 
lupus erythematosus, even though a lichenoid cruption developed in the mouth 
and on the skin of my first patient following the use of this compound. 

\s time went on this preparation seemed to lose its effectiveness, and I began 
to use bismuth subsalicylate owing to reports of the efficacy of bismuth in cases 
of lupus erythematosus noted in the French literature. I now prefer to use bis- 
muth because I believe it is axiomatic that if there are several drugs that can be 
used in the cure of a certain condition, the one that is less likely to cause reaction 
is the one to be preferred. 

I have no statistics of my own but can cite a recent study made by Smith 
(Smith, A. G.: Gold and Bismuth in the Treatment of Lupus Erythematosus, 
Brit. J. Dermat. 46:399 [Oct.] 1934), in which gold and bismuth preparations 
were proved to be of equally curative and remedial value. 


Dr. Eucene F. Traus, New York: In view of the fact that the etiology 


lupus erythematosus has not been definitely established and that one is not 
ertain as to the exact action of gold in these cases, I hoped that Dr. Wright 
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would give a more detailed analysis of the reasons that there was no response to 
this remedy over a period of years in some of his cases. 

The matter of foci of infection was not touched on, but I presume that so far 
as it was possible all Dr. Wright’s patients were studied with this thought jn 
mind and an attempt was made to eradicate all foci. 

Several years ago, because of the high number of dangerous reactions to gold 
preparations administered intravenously, I suggested injecting them intradermally 
into the lesions of lupus erythematosus. While the method is not suitable in all 
cases, I had some remarkably good results, and after presenting some of the 
patients before the Academy of Medicine I submitted a preliminary report on 
the method. Not many physicians in this country have given the method much 
of a trial, and I was glad to hear Dr. Zeisler say he had good results in some 
cases. A number of European dermatologists, Gougerot in particular, have used the 
local method successfully, and it is worthy of a trial in cases in which there is lack 
of response. The response is not the result of the local effect of gold because 
the same results are gained with other substances. I have tried nickel, copper 
and even a preparation of sterile milk in some cases. As long as one does not 
know how gold acts, it is worth while to try different compounds, as in some 
cases one works better than another. I should like to note that in 1 case of 
Dr. Wright's the condition failed to clear up when the intravenous method was 
used and cleared up promptly when the drug was administered intradermally. 

Dr. Ltoyp W. Ketron, Baltimore: I have a patient in whom aplastic anemia 
developed following treatment with a gold preparation. Has Dr. Wright observed 
such a reaction? 

Dr. Ricuarp S. Wess, St. Louis: I should like to call attention again to 
the observation of Dr. Engman Sr. which was made three or four years ago and 
seems to be pertinent. It was that in a good many cases of lupus erythematosus 
the leukocyte count, which is usually about normal, begins to drop with the 
administration of gold salts and in some cases may go down to definite leuko- 
penia. In my cases, when the leukocyte count decreases to about 3,000 I think 
that it is time to stop the administration of the drug. Gold compounds are power- 
fully depressing to the blood-forming organs, and I am confident that if one will 
make systematic leukocyte counts on the patient one will quickly see the fore: 
of the latter statement and will be more cautious in the administration of gold 
salts. Practically all the heavy metals have the effect, in some patients, of 
depressing the leukocyte count and, in my experience, gold causes this untoward 
effect to the greatest degree. I think that in most cases just as much therapeutic 
effect can be expected from minimal doses as from the relatively enormous doses 
sometimes advocated. 

Dr. James H. Mitcuett, Chicago: I wish to mention one serious reaction 
I observed following the fourth or fifth injection of a gold salt. There was 
hemorrhage from the nose and a purpuric eruption developed. Bleeding continued 
for about twelve hours, and specialists were unable to stop the bleeding. Later | 
gave a solution of a gold compound intradermally, which the patient tolerated. 
Still later I cautiously gave a buffered solution in gradually increasing doses 
without any further signs of intolerance. 

Dr. H. J. Parkuurst, Toledo: I wish to know whether pigmentation devel- 
oped following the local administration of a gold preparation. 


Dr. Carrot, S. Wricut, Philadelphia: I had not considered the possibility 
of there being a change in the formula for gold and sodium thiosulfate. The 


preparation I have used has always been made by the same chemist. I have not 
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her preparations, but it has always been my opinion that they were made by 
ne formula as that used at the Research Institute. Of course, if there 


fference in the formula, it might account for some of the differences in the 


to whether better results are obtained if the administration of a gold com- 
is combined with some other therapeutic method, I cannot say, except that 
noted that when the patches are lightly touched with tri-chloracetic acid 
eem to disappear more rapidly. I have considered the possibility of the 
oracetic acid causing a localization of some of the gold to the patches. 
Tauber spoke of the necessity of fearing gold. I think one should have 
fear. One cannot regard too lightly a substance that produces some type 
eaction in 25 per cent of the cases in which it is used. On the other hand, 
of the reactions in this series of cases, with the one exception of the patient 
whom albuminuria developed and who was acutely ill for two weeks, has 


alarmed me. I realize that many severe reactions have been reported in the litera- 


ture, some ending fatally, and one must fear a substance that produces such severe 
reactions and use it with caution and care. 

Dr. Lane pointed out that possibly bismuth may be safer. My opinion is that 
it is not as valuable, and I might say that I witnessed one fatality from an 
injection of bismuth. 

Dr. Ayres and Dr. Lane asked about the matter of focal infection in cases of 

erythematosus. Dr. Schamberg and I pointed out in our original paper 
that one must look for foci of infection and that often good results are not 
htained in treatment until such foci are removed. This is as essential as when 
ne is treating a patient with an arsenical or a preparation of any other heavy 
metal, 

| believe that the administration of gold preparations should not be abandoned, 
in spite of the fact that severe reactions are possible. The patients who are cured 
are saved many years of suffering and trouble. Dr. Schamberg and I have had 
some excellent results in this series of cases, and I have never had cause to regret 
the use of a gold preparation except in one of the very early cases, when the 


hest method of using the drug was not as well understood as it is today. 


t 





ETIOLOGY OF LUPUS ERYTHEMATOSUS 
OCCURRENCE IN THE NEGRO 


CLYDE L. CUMMER, M.D. 


CLEVELAND 


While many theories have been advanced, the causation of lupus 


erythematosus remains one of dermatology’s unsolved problems. It is 


possible that there is no single causative factor, that there may be 
more than one cause and that two or more factors may cooperate in the 
production of the disorder. It seemed that additional data might be 
secured if large groups of persons were studied whose skins present 
such a striking contrast as do those of the black and white races. The 
hyperpigmentation of the Negro might be reasonably expected to give 
rise to marked differences in some biologic reactions. 

In a discussion at the Manhattan Dermatologic Society in 1918, 
Wise ! stated that lupus erythematosus in the Negro race was relatively 
uncommon in his experience. Ochs said that he had observed a number 
of cases in Negro patients and that the disease was more extensive 
than in white patients (the word “extensive” referring to areas involved 
in an individual patient). Bechet stated that he had observed cases in 
Negro patients occasionally, agreeing that the condition was more exten- 
sive in these than in white patients. In a discussion at the Chicago 
Dermatological Society in 1920, Gilchrist * held that lupus erythemato- 
sus is rare in the Negro race but that lupus vulgaris is common, while 
Hasse stated that he had observed 2 cases of lupus vulgaris but as 
many as 15 of lupus erythematcsus in the Negro. Ormsby remarked 
that in his experience the lesions of lupus erythematosus in Negroes 
had usually been depigmented. Strauss held that lupus erythematosus 
is rare in the Negro race and that the results of treatment are unsat- 
isfactory, owing to the poor cosmetic result even when cure is obtained. 
Klauder * showed a Negro girl with this condition at one of the meet- 
ings of the Philadelphia Dermatological Society, feeling that the rarity 
of the condition in this race warranted the presentation. In his text- 


From the Department of Dermatology and Syphilology of Charity Hospital. 

Read at the Fifty-Eighth Annual Meeting of the American Dermatological 
Association, White Sulphur Springs, W. Va., May 2, 1935. 

1. Wise, F.: J. Cutan. Dis. 37:354, 1919. 

2. Gilchrist, T. C., in discussion on Ormsby, O. S., and Mitchell, H.: Lupus 
Erythematosus, Arch. Dermat. & Syph. 1:597 (May) 1920. 

3. Klauder, J. V.: Lupus Erythematosus, Arch. Dermat. & Syph. 7:121 


(Jan.) 1923. 
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\ndrews * made the comment that the disease is uncommon in 
oro. While there is obvious disagreement among these impres- 
t seems that the weight of opinion inclines to the comparative 
if this disease in the Negro race. 

1928 Noel® stated that cutaneous pigmentation protects the 
, against the erythema caused by the sun and against cutaneous 
can which is rare among them, and that lupus erythematosus is 
exceptional. He cited Rufz’ * communication to the Academy of Medi- 
cine of Paris to the effect that in more than twenty years of practice 
in Martinique he had not observed a case. Noel described a case in 
4 Sudanese woman, aged 30, saying that to his knowledge it was the 

first reported among the Indians of South India. 

There are occasional references in the American literature to cases 
in Negroes, the patients often being presented at dermatologic meetings 
with a remark as to the rarity of the condition in this race. I have 
collected about 30 such case reports, but listing them seems unnecessary, 
for it would not aid in deciding the relative frequency of occurrence 
of the condition in the two races. Nothing pertinent was found in the 
European literature except the references already quoted. 

There is great difficulty in securing statistics concerning series of 
cases in white and Negro patients which can be regarded as fairly 


paralleling each other. Preferably the groups of patients serving as 


controls on each other should be living under the same climatic con- 
ditions and under approximately the same social and economic environ- 
ments and should be observed by the same staff. Obviously it would 
be fallacious to compare the incidence of lupus erythematosus in a 
series of white patients collected by this association from different points 
in North America with a series of cases in Negro patients at any single 
clinic. Unfortunately the records of the larger clinics in this country 
have not been kept in such a manner that ready differentiation between 
races is possible. 

The first comparative statistical study was reported by Howard 
Fox’ in an article embodying a useful description of the essential 
differences between white and black skins. Part of the statistics were 
trom the Central Dispensary and Emergency Hospital of Washington, 
D. C., and part from the Johns Hopkins Dispensary of Baltimore. 
From each race there were 2,200 patients. After those with cutaneous 
syphilis were eliminated, there were 1,921 white persons and 1,405 
Negroes, with 5 cases of lupus erythematosus among the white patients 

4. Andrews, G. C.: Diseases of the Skin, Philadelphia, W. B. Saunders 
Company, 1930. 

5. Noel, P.: Ann. de dermat. et syph. 9:372, 1928. 

Rufz: Bull. Acad. imp. de méd. 24:1051 (June 28) 1859. 
Fox, Howard: J. Cutan. Dis. 26:67, 1908. 
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and 4 among the Negroes, making the incidence of the condition per 
thousand cases of cutaneous diseases approximately 2.6 in white 
patients and 2.8 in Negroes. 

Hazen * published a similar study in 1914 based on personal experj- 
ence in Baltimore and Washington. He reported 2,000 cases of cuta- 
neous disease in patients of each race. After the elimination of those 
with cutaneous manifestations of syphilis, there were 1,856 white 
persons and 1,560 Negroes, with 10 cases of lupus erythematosus among 
the white patients and 3 among the Negroes, making the rate of inci- 
dence among the white patients with cutaneous diseases approximately 
5.4 per thousand and that among the Negro patients 1.9. 

Recently Hazen ® again wrote about syphilis and cutaneous diseases 
in the American Negro. This article was based on cases which he had 
observed since 1910. Among the 11,729 Negro patients with cutaneous 
diseases other than syphilis, there were 55 with lupus erythematosus, 
or 4.7 per thousand. Hazen stated that an unusually high percentage 
of cases of rare conditions had been noted owing to the fact that during 
the World War medical advisory boards were a prolific source of 
material for him, and he explained that the figures should not be taken 
as indicating the types of cases ordinarily encountered in dispensary 
practice. Because of this fact, and also because there are no compara- 
tive figures for the white race, it would not seem right to include these 
later statistics. 

In November 1930 in the Department of Dermatology and Syphilol- 
ogy at the Charity Hospital, Cleveland, registration was started of 
new dermatologic diagnoses, with the sex, age and color of the patients. 
The records extended to March 31, 1935, when this study terminated, 
and so represent a period of four and one-half years. Patients with 
syphilitic diseases of the skin were not included in the analysis. Unfor- 
tunately records prior to that time had not been kept sufficiently well 
to permit any sort of statistical analysis. While Cleveland is a northern 
city, the last twenty years has seen a decided influx of Negroes from 
the southern states, and the tendency has been for segregation of what 
has become a large Negro population. Because of its location in this 
district, the outpatient department of the hospital is extensively patron- 
ized by them, and an opportunity is afforded for comparative statistical 
study of groups from the two races living in the same locality and under 
more or less comparable economic conditions. Statistics from private 
practice are not given, because these would be almost entirely on white 
patients from economic and hygienic surroundings quite different from 


8. Hazen, H. H.: J. Cutan. Dis. 32:705, 1914. 
9. Hazen, H. H.: Syphilis and Skin Diseases in the American Negro: Per- 
sonal Observations, Arch. Dermat. & Syph. 31:316 (March) 1935. 
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if the patients from the clinic, and there would be no control 
rom the Negro race under a similar environment. Table 1 iur- 
. summary of the findings. 

Fox’s figures, Hazen’s earlier figures and my figures were com- 
the result would be a composite of two cities in the South and 
the North, with the Negroes compared in all instances with 


bine 


one 


white persons in the same localities and under presumably similar 


surroundings. 

It must be remembered that, especially in the North, Negroes vary 
sreatly in depth of color of the skin, there being a large proportion of 
those with light skins and relatively few with deep pigmentation. Those 
with lighter skins are protected from the sun’s rays little more than 


TABLE 1.—Observations at the Charity Hospital, Cleveland 


White Persons Negroes 


vy diagnoses of cutaneous disease : ; 2,264 1,572 
eeewsan 8 l 


ises of lupus erythematosus pak , Cae 
ises of jupus erythematosus per thousand new diagnoses 3.5 


TaBLE 2.—Combined Statistics of Fox, Hazen and Cummer 


Cases of Lupus 
Erythematosus per 

Total Number Cases of Lupus 1,000 Cases of 
of Cases Erythematosus Cutaneous Disease 


White White White 
Persons Negroes Persons Negroes Persons Negroes 


1,921 1,405 D 4 2.6 28 
1,856 1,506 10 3 5.4 1.9 


2,264 1,572 S l 3.5 0.6 


1.8 


6,041 4,483 i 8 3.8 


white persons of dark brunette coloring. For this reason | had hoped 
that it would be possible to secure statistics from the clinics farther 
south, but I have been unable to do so. 

If the figures in table 2 are to be accepted at their face value, the 
conclusion must be drawn that lupus erythematosus occurs about one- 
half as frequently in the Negro race as in the white race. The obvious 
explanation is that the deep pigmentation serves as a protection against 
the sun’s rays. As Fox stated, the skin of the Negro is decidedly less 
susceptible than that of the white person, and a hot sun which will 
severely burn the white person will have no effect on the Negro. The 
lower rate of incidence of lupus erythematosus in the dark-skinned 
races, then, lends further support to the conception that the sun’s rays 
play some part, at least, in the precipitation and localization of the 
lesions of lupus erythematosus, a view which has gained increasing 


recognition in the literature in recent vears. 
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My only misgiving is that the conclusions drawn here may be |aseq 
on numerically insufficient statistical data. It is my hope that figures 
may be accumulated from other clinics, especially in southern cities, fo; 
their bearing not only on lupus erythematosus but also on other dis- 
eases. Again, if one assumes that the collected figures fairly represent 
the actual facts and could be confirmed by more extensive statistics. 
a problem presents itself. The idea that tuberculosis is a causative 
factor in lupus erythematosus has been a persistent one, in spite of 
the fact that many sufferers show no demonstrable signs of tuberculosis. 
and autopsy often reveals no foci. On the other hand, the great preva- 
lence of tuberculosis in the American Negro is well known. The statis- 


tics of the Metropolitan Life Insurance Company compiled by Dublin: 
on 18,500,000 white persons and 2,500,000 Negroes showed that the 
average death rate from tuberculosis per hundred thousand from 1925 
to 1927 was 68.9 for the white race and 203 for the Negro race, a 


| 
| 


Fig. 1.—Healed lesion on the bridge of the nose, showing practically complete 
clearing and disappearance of deep coloration with no scar formation. This case 


is an exception rather than the rule. 


ratio of approximately 1:3. Opie" said that it is noteworthy that the 
graph of the mortality from tuberculosis in Negroes is that of a disease 
beginning in adolescence or early life and pursuing a rapidly fatal 
course. This is the very age at which lupus erythematosus most fre- 
quently manifests itself. The mortality statistics in the registration 
states of this country '* gave an estimated white population for 1931 
of 106,533,600 and an estimated Negro population of 12,887,600. The 
number of deaths reported from all forms of tuberculosis for the same 
year, per hundred thousand of estimated population, was 52.8 in the 

10. Dublin, L. I.: Statist. Bull. Metropolitan Life Ins. Co. 9:6, 1928. 

11. Opie, Eugene L.: Epidemiology of Tuberculosis of Negroes, Nat. Tuberc. 
A. Tr. 26:243, 1930. 

12. Mortality Statistics in the Birth Registration Area, 1931-1932, United 
States Department of Commerce, Bureau of the Census, 1932. 
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race and 185.4 in the Negro race. In 1932 the estimated white 


107,150,600, Negro 12,971,600. The number of 


lation was 
was 48.9 per 


is from all forms of tuberculosis in the white race 
lred thousand and in the Negro race 168.1. The difference is 
approximately 3.5: 1 for both years. 


endous, the ratio being 
great importance in the causation of lupus 


“¢ 
f tuberculosis is of as 
iematosus as has been held by many writers, the disease should 
ibout three to three and one-half times instead of one-half as fre- 

ent in the Negro race as in the white race, unless the skin serves as 
some other manner so 


protection either against the sun’s rays or in 
that there is little 


not explained. The possible answers are (1) 





?—Extensive lesions of the discoid type showing intensification of color- 
The scalp presents large areas of 


ng at the borders of the lesions on the face. 


tlopecia, 


causal relationship between tuberculosis and lupus erythematosus and 
2) that there is such a relationship, but that biologic differences, of 


which cutaneous coloring is certainly the most conspicuous, serve as 


1 protection for the Negro. 


APPEARANCE OF LESIONS 
How do the lesions of lupus erythematosus differ in appearance in 
All erythematous lesions appear much deeper in color 


1 


the two races? 
in the Negro than in the white person owing to the intensification by 


the natural pigment. It is my feeling, which I am unable to support 
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by histologic evidence, that the lesions of lupus erythematosus are 
actually hyperpigmented but that the darker color is due merely 
erythema plus natural pigment. The apparent intense hyperpigme: 
tion usually disappears with the involution of the process, as is sho 
in one of the photographs. As the condition progresses and scar for: 
tion results, a white atrophic area stands out in a bizarre contrast to 
the normal surrounding skin, especially when outlined by hyperemic 
and therefore darker skin at the borders where activity is still present. 
This is shown well by two photographs in Sutton’s textbook. The 
atrophic scar is not always depigmented, however, possibly because the 
active process had not extended so deeply into the corium. 





Fig. 3—Chronic lupus erythematosus in a child in whom the process began 
at the age of 4 years. Exacerbations with generalized dissemination have alter- 
nated with remissions. There are cicatricial areas in the scalp with permanent 
alopecia. 

AGE INCIDENCE 


Apparently lupus erythematosus occurs at all ages in the Negro as 
well as in the white race. The youngest patient, reported on by Pardo- 
Castello,!? was 3 months old, the disease having manifested itself a 
In a study of lupus erythematosus in infancy 


few days after birth. 
and childhood, I ** reported a case in a Negro boy in whom the disease 
began at the age of 4 years. The majority of the patients were between 
20 and 40 years old, the oldest at onset being Michelson’s,*® who was 


13. Pardo-Castello, V., and Mestre, J. J.: Lupus Erythematosus Disseminatus, 
Arch. Dermat. & Syph. 19:824 (May) 1929. 

14. Cummer, C. L.: Lupus Erythematosus in Infancy and in Childhood, Arch 
Dermat. & Syph. 24:999 (Dec.) 1931. 

15. Michelson, H. E.: Lupus Erythematosus in a Colored Patient, Arch. 
Dermat. & Syph. 30:308 (Aug.) 1934. 
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irs old and in whom the trouble had appeared two months pre- 
to examination, and Velade’s,'® who was 54 vears old, the con- 
having started six months previous to examination. ‘The longest 
ion, one of eighteen years, was reported by Stillians. 
here are examples of all types, acute and chronic, disseminated and 
id, although the chronic discoid type has prevailed. If the Senear- 
- syndrome is to be classified as a variant of lupus erythematosus, 
tion should be made of a case, reported by Gilman,’* in a very 


‘ig. 4———Lupus erythematosus discoides showing white scars standing out in 
strong contrast to the surrounding dark skin. This is a frequent result in healed 
lesions in the Negro. 


dark-skinned Negro woman, aged 49 years. Velade'® presented and 
later reported the case of a Negro woman, aged 55, in whom typical 
lupus erythematosus of the face was associated with pruritic papular 
vesicles on the body. 


16. Velade, C. K.: A Case for Diagnosis, Arch. Dermat. & Syph. 16:246 
(Aug.) 1927; J. Michigan M. Soc. 26:356, 1927. 
17. Gilman, R. L.: Senear-Usher Syndrome: Dermatosis Combining Features 


Lupus Erythematosus and Pemphigus, Arch. Dermat. & Syph. 24:84 (July) 
193] 
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RESPONSE TO TREATMENT 

My own impression is that the response to treatment in the Negro 
is not unlike that in the white person, even with the use of gold salts, 
The boy to whom I referred has shown several relapses with dissemi- 
nation since the report of 1931, although he was then regarded as 
cured. S. Irgang, in charge of the Harlem Hospital in New York 
City, kindly submitted an opinion at the request of Dr. Howard Fox, 
in which he stated that lupus erythematosus discoides tends to become 
more widespread in the Negro than in the white patient as far as cuta- 
neous involvement is concerned, an opinion previously subscribed to 
by Ochs and Bechet.’* Dr. Irgang also felt that treatment of the 
chronic discoid type with gold thiosulphate had been disappointing in 
the Negro. 

Accompanying this article are photographs of Negro patients 
observed before the beginning of the statistical study. Excellent photo- 
graphs are given in the textbooks of Sutton and Andrews showing the 


contrast between the depigmented scars and the colored skin. 


SUMMARY 

To secure any information which would be helpful in illuminating 
the etiology of lupus erythematosus, statistics were secured over a period 
of four and one-half years in a clinic caring for a large proportion of 
Negro patients. The results showed that lupus erythematosus occurred 
much more frequently in the white patients. 

These figures were then combined with those obtained similarly in 
parallel groups, and the aggregates showed that lupus erythematosus 
occurs about twice as frequently among white patients suffering with 
cutaneous diseases as among Negroes. 

While the combined statistics contrast the rate of incidence in 6,041 
white patients with that in 4,483 Negroes suffering with cutaneous dis- 
eases, it is pointed out that further statistical information contrasting 
the two races under similar economic and hygienic conditions would 
be desirable, not only as a check on the results given here but to illu- 
minate other problems in dermatology. 

The hypothesis is offered that since deep pigmentation of the skin 
protects against the sun’s rays, the lesser incidence of the disease in 
the Negro corroborates the view that the exposure to these rays serves 
as a precipitating factor in many cases of lupus erythematosus. 

The significance of the lesser incidence of lupus erythematosus and 
the much greater rate of incidence of tuberculosis in the Negro as com- 


pared with the white person is discussed, and the choice of two solutions 


is offered: Either there is little or no causal relationship between tuber- 


18. Ochs and Bechet, in discussion on Wise.1 
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. and lupus erythematosus, or there is such a relationship but the 
e pigmentation of the skin serves as an offset even in face of 
‘egro’s much greater susceptibility to tuberculosis. 

he appearance of the lesions on the black skin is discussed. Appar- 
vperpigmentation is explained as erythema plus normal pigmen- 


\ll varieties of the disease appear in both races, and it may occur 


at any age in either race. 
fhere are not sufficient complete data on which to base a conclusion 
as to whether the disease runs different courses in the two races. 


ABSTRACT OF DISCUSSION 

Dr. RicHarp S. Weiss, St. Louis: I shall try to add to the information pre- 
| by Dr. Cummer by giving the figures I have taken from Dr. Engman’s 
service at the Barnard Free Skin and Cancer Hospital during the thirty years 
from 1905 to 1935. During that time 34,384 new patients were admitted to the 
Skin Clinic, of whom 220 had cases of lupus erythematosus. Of these 220 patients, 
23 were of the Negro race and 197 of the white race. The Negro patients, there- 
fore, were approximately 10.5 per cent of the total number of patients with lupus 
erythematosus and 0.06 per cent of all patients with cutaneous disease admitted to 
the clinic. White and Negro patients with lupus erythematosus constituted 

approximately 0.6 per cent of all those admitted to the clinic. 

The age incidence was as follows: Two patients in the first decade of life, 
none in the second, 6 in the third decade, 7 in the fourth, 5 in the fifth, 1 in the 
sixth and 2 in the seventh. The youngest patient was a child aged 3 years, and 
the oldest, a man aged 66. 

St. Louis has a large Negro population, and in former years the percentage 
of Negro patients in this clinic was fairly large. Since the depression, the clinic 
has been overwhelmed with work and the authorities have been forced to limit 
the number of Negro patients admitted; therefore, the figures probably do not 
represent the true incidence of lupus erythematosus in the Negro race as com- 
pared to that in the white race. Furthermore, the records do not give the relative 
percentage of all Negro patients to all white patients, and exact comparison is 
therefore impossible. 

It can be seen, however, that the age incidence in the Negro race follows 
closely the age incidence in the white race. Most of the Negro patients with 
lupus erythematosus were between 21 and 50 years of age. 

Dr. H. H. Hazen, Washington, D. C.: It seems rather obvious that I should 
reread an article of mine that appeared recently in the ARCHIVES OF DERMATOLOGY 
\ND SYPHILOLOGY, dealing with syphilis and cutaneous diseases in the Negro. 
That article was of necessity considerably reduced because of its length, but what 
[ was trying to imply was that the figures are not absolutely correct. I do not 
think that 50 per cent of the figures are erroneous. I wish to say to any members 
of the society in case they misunderstood me and want figures on the reltaive fre- 
quency of cutaneous diseases in Negroes, that they can be readily furnished at any 
time if any one is interested. I am sorry I did not make that absolutely clear 
tor Dr. Cummer might have made more use of the paper than he did. I enjoyed 
Dr. Cummer’s paper exceedingly. In general, the situation in Washington shows 
the same things Dr. Cummer has emphasized. 
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One point which I wish to make is that lupus erythematosus in the Neg 
not rare. The discoid type is rare. Another point is that apparently there 
effect whatever from exposure to the sun. The patient’s disorder is not marl] 


aggravated by exposure to sunlight. I think that one interesting thing in reeard 


to lupus erythematosus in the Negro is that the combination of erythema and 


pigment often gives a typical indigo hue to the skin, sometimes in the center of 
the lesion but more frequently around the edge. I know of no other disease jy 
which one finds this indigo hue. 

Dr. C. Guy Lane, Boston: I think it might be interesting to cite the experi- 
ence of my associates and me in Boston, or the lack of experience, because lupus 
erythematosus in the Negro is a rare disease at the Massachusetts General Hos- 
pital. For the last few years one physician has been assigned to cases of lupus 
erythematosus, and just before I left home I asked Dr. Tolman about them and 
found that during a period of five years there have been 85 cases of lupus 
erythematosus which he has followed. This refers to the discoid type, in patients 
who have been ambulatory and in the wards. It does not include the acute dis- 
seminated type. Our attendance at the clinic of new patients during that time 
has probably been 22,000. Of the 85 there was not a single case in a Negro. | 
think that 1 case in a Negro has been reported at our New England Derma- 
tological Society, but the disease in the Negro is distinctly rare in Boston. 

Dr. Howarp Fox, New York: The frequency of certain cutaneous diseases 
in the Negro varies considerably, depending on whether the patient is full-blooded 
or whether he has an admixture of white blood. Psoriasis, for instance, is said to 
be rare in Negroes. This is unquestionably true in those of full blood, whereas 
the disease is by no means so rare in persons who have some white blood. Lupus 
erythematosus certainly occurs in full-blooded Negroes, but less commonly than in 
white persons. In my experience in the tropics, I do not recall having observed 
any appreciable number of cases of this disease, though I did not make a particular 
study of the subject. The same is true of the American Indian, though my experi- 
ence is limited to a brief study of several thousand Indians in Oklahoma. Lain, 
however, has published an account of a well marked example of lupus erythemato 
sus in a full-blooded Indian. 

Dr. Jack W. Jones, Atlanta, Ga.: At the Emory University Hospital, in 
Atlanta, Ga., there are two clinics, one for white patients and one for Negroes. 
My associates and I have had the opportunity of following the patients of both 
clinics. I cannot give any exact figures, but I feel sure that we have more cases 
of lupus erythematosus in Negroes than in white persons. A short time ago we 
began some studies on lupus erythematosus in the Negro. At first we had 3 cases 
but within a few months we had found 15 or more. The disease cannot be very 
rare in Negroes in our section of the country. 

I wonder if the following explanation might be offered for some of the condi 
tions we consider rare in Negroes. Unless they are very sick, Negroes in the 
South will not go to the doctor or the hospital. They walk into the clinics with 
a temperature of 104 or 105 F. and with pneumonia, circumstances in which a 
white man would be half dead. The Negroes are afraid to go to the doctors or to 
the clinics unless they are very sick, but when one looks for pathologic conditions 
one finds them much more frequently, and I think that if studies were carried out 
with the whole group of people of comparable status lupus erythematosus would 
not be found to be more rare in the Negroes than in the white race. 

Dr. Paut E. Becnet, New York: Dr. Cummer’s interesting paper and the 
discussion following it accentuate the strong suspicion that actinic light is a 
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iting factor in causing or spreading lupus erythematosus. A goodly 

of the cases I have observed among white persons, since people have 

1 their sun worship, followed prolonged exposure to the sun. It would be 

int to give illustrative cases, as they have appeared in my article on the 

Dr. Cummer’s paper and its discussion increase, rather than diminish, 

, that actinic rays have some effect on the causation of lupus erythematosus. 

occurs in the Negro of course somewhat confuses the issue, but one must 

to consideration the fact that the sun may be not an actual causative factor 
mply a predisposing one in the development of either the discoid or the 
ninate type of lupus erythematosus. 

V. Parno-CastELto, Havana, Cuba: I wish to say a word about lupus 
erythematosus in the Negro, for I come from a part of the world where there 
are many Negroes and where the actinic rays of the sun are very strong. I 
believe that about 10 to 15 per cent of the cases of lupus erythematosus in Cuba 


OC 


ur in Negroes—I mean in apparently full-blooded Negroes. 


Not long ago in commenting on the frequency of psoriasis in the tropics I 
made a brief communication concerning the frequency of psoriasis, vitiligo and 
lupus erythematosus in Cuba, and it is surprising to find that lupus erythematosus 
is no more frequent in Cuba than in the United States. It is also interesting that 
psoriasis is not so rare in the white race as it is supposed to be in the tropical 
countries. It should be remembered that many of the reports on this subject refer 
to persons of the dark-skinned races, such as Africans, Indians or others. There is 
no question but that lupus erythematosus is aggravated in some cases by the 
actinic rays, but I doubt if it would be an important factor in lupus erythematosus 
of the Negro in the part of the tropics where I reside. One interesting thing I 
have seen in Negroes was the development of hypertrophic scarring in two cases, 
once on the face and once on the chest, following lupus erythematosus. 

Dr. CHARLES M. WitiiAmMs, New York: I wish to make a comment to bring 
together the remarks of Dr. Fox and Dr. Jones. I read records of white and 
colored patients, but there is no note whatever as to how much colored—whether 
black, yellow or tan. The statistics therefore are valueless. Dr. Jones remarked 
that the Negroes do not come to the hospital unless they are very ill, so statistics 
are based not on population but on that part of the population which thinks it 
has cutaneous disease. 

L. CummMer, Cleveland: I am grateful for this complete discussion, 
particularly to Dr. Weiss for his statistics and photographs. 

I wish to apologize to Dr. Hazen if I have misinterpreted the statements in his 
paper. If I was wrong I wish to be corrected. 

My thought in this paper was to substitute statistics for impressions, but I 
could find few statistics on the Negro race. There is a great difference in depth 
of color in the Negro patients in Cleveland, for one sees everything from real 
black to high yellow. I cannot quite agree with Dr. Jones about these patients 
coming to clinics. In the North, perhaps because they have been spoiled, they 
come in with the slightest ailments. 





MEASUREMENTS OF THE DEPTH DOSE FOR 
ROENTGEN THERAPY USED IN DER- 
MATOLOGIC PRACTICE 


GEORGE C. ANDREWS, M.D. 
AND 
CARL B. BRAESTRUP, BS., P.E. 


NEW YORK 


In most diseases of the skin that are amenable to roentgen therapy 
the chief pathologic changes occur in the upper portion of the cutis. 
usually at a depth of a few millimeters from the surface. Less often 
there is involvement of the deeper portion of the cutis or subcutaneous 
areolar tissue. Since even then the pathologic changes seldom take place 
at a depth over 1 cm., we endeavored to determine the depth dose of 
x-rays of the qualities ordinarily used in dermatologic therapy at each 
millimeter below the surface of the skin. 

It was obvious that the ordinary thimble type of ionization chamber, 
successfully used for measurements at greater depths, was unsuited for 
this purpose. We therefore were forced to devise other methods, and of 
these the inclined film arrangement proved the most satisfactory. Our 
results are based on measurements made by this method. 

At first, measurements of direct absorption were made by means 
of a large open-air ionization chamber on human skin fresh from the 
operating room and with roentgen rays of the qualities applied in der- 
matology. The results, shown in figure 1, indicated considerable 
variation, due to the impossibility of obtaining specimens of even thick- 
ness and of the same degree of moisture. Furthermore, the depth doses 
in actual practice would be greater than the percentage transmitted 
through the slice of tissue from the operating room on account of the 
additional scattered radiation that occurs in the patient. 

Photometric measurements, made by placing the specimens of skin 
on films, were affected by the same variations, and it was then decided 
to make the measurements with water instead of skin. The substitution 
was justifiable, since our earlier work showed the average density of 
the specimens of skin to be equal to that of water. The difficulties of 


From the Department of Dermatology, Vanderbilt Clinic, College of Physicians 
and Surgeons, Columbia University, New York. 

Read before the Section on Dermatology and Syphilology at the Joint Session 
of the American Medical Association and the Canadian Medical Association, 
Atlantic City, June 14, 1935. 
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suring the intensity of the rays at the minute depths necessary for 





present purpose were overcome by an arrangement which, in effect, 
rged the depths five times. 


Percentage Transmission 


80 








100 K.V. 
No Filter 


135 K.V. 
3 MM AL 











Fig. 1—Results of measurements of absorption on human skin. Each dot 
represents the relation between the thickness of the specimen and the percentage 
transmitted. The thickness of the specimen was estimated from the weight in 
erams per square centimeter, and the density was assumed to be 1. 


film rubber cot lead marker 











Fig. 2.—Inclined film apparatus. 


APPARATUS 
In figure 2 is shown the apparatus used. It consists essentially of a glass con- 
tainer provided with a hard rubber frame for holding a strip of process film 


bliquely in water. The process film is single-coated and is manufactured 
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specifically for experimental work. It is slow to register and permits relat; 
long times for exposure and consequently more accurate timing. The hard rub} 
frame is held rigidly at each end by means of brass supports fastened to the 
walls of the container. The film, wrapped in black paper, is held in the center 
of the frame and is protected from the water by means of a large finger cot. 
The level of the water is so adjusted that part of the film as well as the open 
end of the finger cot are above the surface. The angle of the film is 11 degrees, 
32 minutes (its sine equal to 0.2), which makes the distance on the film five 
times the depth. In this manner, a depth of 1 mm. becomes 5 mm. on the film, 
At a distance of 7 cm. measured along the film, or 1.4 cm. below the surface, js a 
lead marker used as a reference line. This makes it possible to determine on the 
film, after exposure and processing, the location which corresponds to the surface 
of the water. The depth of any other point on the film is determined then by 
one fifth of its distance to the surface line. 

The focal distance of the surface of the water was 120 cm., rather than 
the shorter distances used clinically, in order to increase the time of exposure 
necessary to cause suitable blackening of the film. This distance also practically 
eliminated any difference in focal distances between the center and the ends of 
the film, other than that due to variations in depth. Had a shorter focal distance 
been used the top and bottom of the film would have received less radiation 
than the corresponding levels on the central beam on account of their greater 
distance from the target. This is indicated in figure 3. The following tabulation 
shows how the depth doses at the shorter focal skin distances ordinarily used 
in clinical work are calculated from the data obtained at 120 cm. 


D2 


Bp = DD. x ——_—— 


(D.+ d)?2 


DD represents the depth dose obtained at the focal distance used clinically; 
DD., the depth dose measured at 120 cm.; D, the focal distance used clinically; 
D., the focal distance used in the measurements, and d, the depth in centimeters 
below the surface. If D—=25 cm. and d= 0.5 cm., one has 


(25 + 0.5)? 96.2 
DD = DD. X ——————- = DD. X —— 
120° 99,2 
(120 + 0.5)2 
DD = DD. X 96.9 


PROCEDURE AND OBSERVATIONS 
The photometric density (or darkening) of the film along its long axis was 
used as an indicator of the relative intensities of radiation at the surface of the 
water and at the levels just below. The technic employed in the use of photographic 
material for comparing intensities of x-rays is well established. The subject is 
discussed in a number of papers, notable among which is the work of Wilsey.' 


1. Wilsey, R. B.: The Photographic Photometry of Roentgen Rays, Am. J. 
Roentgenol. 32:789, 1934. 
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ore, it appears unnecessary to repeat here the more usual precautions which 


iken to prevent errors due to the use of the photographic film. 


liminary Tests —Tests were made without the phantom to obtain the rela- 
1 between the time of exposure to the roentgen rays and the photometric 

Eighteen process films were exposed to roentgen rays of qualities used 
rmatologic therapy. Each film was divided into three parts, each of which 
different time of exposure, from a few seconds to half a minute. After the 


had been developed according to the standard technic, the resultant photo- 








WATER SURFACE 
4 ZLAg 





Fig. 3—Diagrammatic drawing of the arrangement of the inclined film. This 
drawing is not to scale, as the focal distance is considerably larger in proportion 


to the other dimensions. 


metric densities were determined by means of a photo-electric cell densitometer. 
Readings were made at different locations of each area exposed to the same 
quantity of x-rays. The maximum variation from the average density did not 
exceed plus or minus 2 per cent. This small difference was no doubt due to the 
nherent minor variation in the sensitivity of the film. As our final results were 
hased on the average values of a number of films, this discrepancy was reduced 


still further. 
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Figure 4 shows the average photometric densities of each area plotted against 
the time of exposure. It will be observed that the graphs are practically linear 
over a wide range and that the films, without exposure to the x-rays, had a small 
photometric density, 0.09, which was subtracted to obtain the net density. 

Measurements by Inclined Film Method.—The water container was carefull 
leveled before each set of measurements to insure a correct angle between the 
film and the surface of the water. The lead marker was placed exactly 7 cm. 
from the surface, measured along the film. Control films were used with each 
set of test films to determine the density of the unexposed film. The times of 
exposure were selected by using the linear part of the curves in figure 4 and 
by avoiding very short exposures to minimize errors due to timing. The radiation 








TT 


+ 








20 
Ex POSUQE 
Fig. 4—The curves show the relationship between the time of exposure and 
the average photometric density of the process film used in this work. (See the 


table for qualities of rays used.) 


quantity or the intensity at the various depths was therefore proportional to the 
net density of the film at the corresponding locations. 

After each set of exposures, all the films were developed five minutes by 
placing them horizontally in the developing tank at a temperature of 65 F. On 
completion of the dark room procedure the density of the test films was determined 
along the long axis at points 0.5 cm. apart. The net density was obtained by 
subtracting the average density of the unexposed control film. The depth dose 
was estimated by the ratio of the net density at the depth to that of the surface 
expressed in percentage. The results thus obtained are shown graphically in 
figure 5. We made measurements also at 1 cm. and at greater depths by the 
ionization method and observed that the results by both methods were in close 


agreement. 
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correction has been made to compensate for any possible variation in the 
ivity of the films with the quality of the rays, as we were comparing 
ities of nearly the same wavelength. The small change in quality, due to 
‘Itration effect of the water, was assumed to be compensated by the slight 
ise in wavelength caused by the scattering. 


RESULTS 


the table is given the average depth dose for the first 12 mm. at the focal 


distances used clinically. These data were obtained from the curves of 
ire 5 by means of calculations illustrated in figure 3 and in the tabulation. It 
be seen that with 100 kilovolts of unfiltered radiation 38 per cent is absorbed 











Fig. 5—The graphs show the average depth intensities of various levels at 
the center of the field and are expressed in percentage of the intensity at the 
surface. These were determined from the ratios of the corresponding average 
net photometric densities. The size of the field was 12 by 18 cm., and the focal 


distance was 120 cm. 


in the first centimeter and with 135 kilovolts filtered with 3 mm. of aluminum 
only 16 per cent. The pathologic changes of most common dermatoses, such as 
eczema, dermatophytosis and acne, do not extend this deep. Even in the first 
2 cm. the absorption is only about 50 per cent with unfiltered and 25 per cent 
with filtered radiation. 

Measurements of Depth Dose of Grenz Rays——Measurements of the depth 
dose of grenz rays were also made by the inclined film method, with certain 


modifications. 
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th 8 kilovolts the depth dose was 50 per cent at 0.6 mm. depth and 10 per cent 
m. depth. Our figures check reasonably well with those obtained by other 
s, who used measurements based on direct absorption. Bucky 2 observed 


r wavelengths of 2 angstroms the depth dose was 50 per cent at 0.4 mm. 


COMMENT 
(he vesults, as indicated on the curves in figure 5, indicate the 
ounced changes in depth dose caused by filtration. At 10 mm. 


1)1 
JI 


below the surface the depth dose is increased from approximately 
68 to 80 per cent, owing to the elimination of the longer wavelengths 
hy the filter. This explains the great difference in results to be expected 
between the use of the old type, thin glass x-ray tube and the use of 


the modern pyrex tube. It was also noted that for the higher voltage 
there is an increased intensity just below the surface. This is due of 
course to the secondary or scattered radiation, which more than com- 


pensates for the reduction due to absorption. 


_auritsen * calculated that the variations in the number of roentgens 
per erythema dose * with the wavelength can be explained by the definition 


of the roentgen. ‘That is, the roentgen unit is based on the absorption 
in an open-air chamber, while in the tissue there is an additional factor, 
the absorption of back-scattering. Assuming that the erythema is 
lependent on the energy absorption in the first few millimeters of tissue, 
it is clear from the results shown that a larger number of roentgens is 
required to produce erythema with rays of the higher quality. That 
is to say, with the more penetrating rays there is proportionally less 
absorption in the upper part of the skin, and by far the largest portion 
of the dose is wasted on deeper tissues, where its action is undesirable. 
It seems premature to draw any general clinical conclusions from 
work of this kind. However, it is evident from the information obtained 
that grenz rays have such slight penetration that they are almost com- 
pletely absorbed before reaching a depth of 1 mm. They therefore can 
exert little direct action on pathologic conditions deeper than a fraction 
of a millimeter. On the other hand, the quality of x-rays in general 
use is so penetrating that only a fraction of the energy is absorbed at 
the site of the pathologic process of the dermatosis. It seems that two 
extremes are being used, neither one of which approaches ideal, which 
would be complete absorption of all the radiation energy in the patho- 
logic tissue. The results of this work suggest that it may be advan- 
Bucky, Gustav: Ist die “Grenzstrahlentherapie” nach Bucky vollkommen 
ngefahrlich? Strahlentherapie 28:629, 1928. 
3. Lauritsen, Charles C.: Energy Considerations in Medium and High Voltage 
Therapy, Am. J. Roentgenol. 30:529, 1933. 
4. Andrews, George C., and Braestrup, Carl B.: Skin Erythema Dose in Terms 
Roentgens in Superficial Therapy, Am. J. Roentgenol. 29:663, 1933. 
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tageous to experiment with voltages intermediary between those now 
used in roentgen and those used in grenz ray therapy, with the hope 
of obtaining a quality of radiation of greater homogeneity, which will 
be more uniformly absorbed in the first few millimeters of skin and 
yet will be of such low penetrability that the rays are completely 
absorbed within the zone of the pathologic process, which we judge 
to be rarely more than 1 or 2 cm. in depth. 

We have carried out some preliminary work along these lines. 
Calculated values show that x-rays produced with the conventional 
equipment used for dermatologic therapy, employing from 40 to 50 kilo- 
volts, are practically absorbed in the first 1 or 2 cm. of tissue. This esti- 
mate assumes homogeneous radiation of an effective wavelength of 0,9 
angstrom, which gives 18 per cent absorption in the first millimeter and 
87 per cent absorption in the first centimeter of skin. As it is feasible 
to operate the ordinary universal type tube at 12 milliamperes and 50 
kilovolts, there should be no difficulty in obtaining a_ satisfactory 
intensity, and we are doing further work along these lines. ; 

It is hoped that the knowledge obtained by the inclined film method 
of measurement will aid in clarifying the question of just what voltage 
and filtration are best adapted to the uses of dermatologists. Bearing 
in mind the desire to obtain maximum absorption at the site of the 
pathologic process, which means penetration largely limited to this 
zone, we hope for a more accurate and effective estimation of dosage. 

The inclined film method offers the following advantages in 
measurement of the depth dose and of absorption in the superficial layers 
of the skin: 

1. The relative intensities at given depths may be determined at 
minute depths with consistent results, as the distance below the surface 
is enlarged five times on the film showing the relative intensities. 

2. Intensities at the surface and at given depths are measured simul- 
taneously and on the same film, thereby minimizing errors due to varying 
output of radiation of the x-ray tube. This is of particular importance 
in the determination of depth in dermatologic therapy, in which one 


compares intensities at very small distances below the surface and there- 


fore of more nearly the same value. 
3. Minor variations in the time of exposure, dark room technic or 
sensitivity of different films had no effect on the results obtained, as 


we were measuring relative values only. 


ABSTRACT OF DISCUSSION 
Dr. AntHony C. Crpottaro, New York: The technical difficulties which one 
encounters in the determination of depth doses between millimeters of tissues were 
partially overcome by the use of controls and variables. The clinical conclusions 
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mature and up to the present time cannot be supported either by practical 
nce or by what is known about the physics of x-rays. 

photographic determination of the quality and the quantity of roentgen 
dium radiation has been criticized in the past because of inaccuracies. These 
sms hold particularly true in regard to this paper because determination of 
ences of intensity of radiation between millimeters of tissues requires instru- 
of precision not yet discovered. The article by Wilsey ° clearly illustrates the 
les that one encounters in determining depth doses by the photographic 
d. He stated that photographic films are not designed for the measure- 
of comparison of intensities of radiation. An article by Glasser and Rovner 
liology 22:215, 1934) indicates the unreliability of results obtained by the 
photographic method. They stated that the photographic values differ from those 
htained by ionization methods by a variable factor which does not permit correc- 

and renders difficult the use of copper-aluminum photographic equivalents. 


p to the present time it has not been possible to obtain an x-ray beam that 


would be entirely absorbed by a given thickness of tissue. Even grenz rays obtained 


with 8 kilovolts are sufficiently penetrating to obtain an image of bones on a 
hotographic film. All x-ray beams are heterogeneous and homogeneity is obtained 
by filtration. With every exposure, regardless of the quantity or the quality, an 
exponential law holds, that successive layers of like thicknesses of a given material 
r tissue will absorb the same fraction of radiation received on its proximal 
surface. Thus, if 1 mm. of tissue cuts down initial intensity 50 per cent, the 
second millimeter will reduce the intensity to 25 per cent, the third millimeter to 
12.5 per cent, etc. If it were possible to obtain an x-ray beam that would be 
completely absorbed by a given thickness of tissue, this exponential law would 
not hold. 

In regard to the optimal wavelength for a given pathologic process, I wish 
to state that Dr. MacKee observed no difference in the response of various con- 
ditions met in dermatologic practice to x-rays obtained with a spark gap of 
from 3 to 6 inches (7.5 to 15 cm.). During the last five years I have been 
rechecking Dr. MacKee’s earlier observations and by the ionization method 
have been corroborating measurements of quantity and quality of radiation with 
visible effects on the skin. I have been able to obtain erythema with valve tube 
rectifying machines using 300 roentgens and a 3 or 4 inch (7.5 or 10 cm.) blunt 
point spark gap. When using the same number of roentgens obtained with a 
mechanical rectifying machine set at a 6 inch spark gap, only faint pigmentation 

as observed. This indicates that the preponderance of soft rays generated 
with a valve tube rectifying machine. The softer the x-ray beam, the greater 
is the absorption in the upper layers of the skin and the more pronounced 
hecomes the effect on the skin. In the practical treatment of dermatoses I have 
observed no difference in their response to roentgen radiation whether a 3 inch 
spark gap with a valve tube rectifying machine or a 6 inch spark gap with a 
mechanical rectifying machine was used, provided the number of roentgens from 
both machines was the same. In fact, a given patch of psoriasis or a given patch 
lichenified eczema of a size completely covered by a beam of grenz rays 
responds equally well regardless of whether a 6 inch mechanical rectifying 
machine, a 3 inch valve tube rectifying machine or a grenz ray machine is used. 
It is obvious that the wavelengths of these three different beams vary markedly 
and yet the response of pathologic tissue is about the same. 


Dr. Cart B. Bratstrup, New York: It is true that if one attempts to apply 
e photographic method for the determination of the absolute dose one is bound 


+ 
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to have difficulties. We used the photographic film merely as an indicator | 
relative intensities for rays of nearly the same quality. 

We observed that the variation in the density of different films exposed t 
same radiation varied not more than plus or minus 2 per cent. 

The depth doses recorded photographically checked closely with measure: 
made by ionization methods. At a depth of 1 cm., when we could use both met 
the difference was less than 3 per cent. 

We exposed more than fifty films and found the results to be consistent 
the proper technic had been established. 

It is, of course, true that it is impossible to produce x-rays which will 


absorbed completely in a given thickness of tissue. This holds too for homo- 


geneous radiation, in which the rays are absorbed exponentially. Our aim is t 
obtain a homogeneous radiation of such a ray quality that most of the rays are 
absorbed in the first centimeter or more of skin, at which point the pathologic 


changes occur. 
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Since Malassez ' described for the first time the microbe now known 

itvrosporum ovale, the importance of that fungus in seborrheic 
dermatitis has been emphasized and disputed. The artificial cultivation 
of the fungus in sufficient quantity for experimental purposes had been 
attempted unsuccessfully many times. This was finally accomplished 
hy one of us (Moore), as reported elsewhere.* This paper, therefore, 
is concerned with experimental studies with P. ovale on man and on 
laboratory animals to determine the possible role of the fungus in sebor- 
rheic dermatitis. 

\ number of workers claiming to have grown the organism have 
attempted experiments to confirm or disprove the general opinion as to 
the significance of P. ovale in the disease. It is our opinion that the 
microbes obtained were too different morphologically and physiologically 
to be classed as P. ovale. The reactions obtained by inoculating persons 
with these microbes have been in some cases suggestive clinically of 
seborrheic dermatitis and as such should not be completely overlooked. 

The number of important studies on the subject in which an attempt 
has been made to show the relationship of P. ovale to seborrhea must 
therefore be considered, although briefly. Disregarding all works pre- 


Mycologist to the Barnard Free Skin and Cancer Hospital. 

This work was done under a grant from the Lambert Pharmacal Co 

Read at the Fifty-Eighth Annual Meeting of the American Dermatological 
\ssociation, Inc., White Sulphur Springs, W. Va., May 2, 1935. 

Studies, observations and reports from the Dermatological and Research 
Departments of the Barnard Free Skin and Cancer Hospital, and service of 
Drs. M. F. Engman and W. H. Mook, St. Louis, Mo. 

1. Malassez, L.: Note sur le champignon de la pélade, Arch. de physiol. norm. 
path. 6:203, 1874. 

2. Moore, M.: Cultivation and Study of Pityrosporum Ovale, the So-Called 
ottle Bacillus of Unna, Arch. Dermat. & Syph. 31:661 (May) 1935. 
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vious to approximately 1925, when the so-called bottle bacillus was not 
grown sufficiently, it is found that few actual cultivations of a like 
fungus have been made. The number of attempts, therefore, to experj- 
ment with the organisms have been extremely limited. Ota and Huang: 
listed several workers who claimed to have grown the fungus prior to 
that time, and Ota and Huang discussed their experimental finding with 
the result that little or no value should be attached to their work. The 
principal reason for this decision lies in the misinterpretation of P. 
ovale. 

Since 1925, several authors have published experimental data, both 
on micro-organisms and on inoculations. The microbes have been dis- 
cussed in the previous paper and need not be further considered here, 
except to mention that with the possible exception of the fungus of 
Acton and Panja* or that of Templeton® the fungi isolated and 
described by various workers are not P. ovale and consequently are not 
significant. The important consideration is the type of reaction induced 
by the inoculation of such organisms as these writers cultivated. 

Unna, Sabouraud and a host of others, including Malassez, Engman, 
Hodara, Marzinowski and Bogrow (quoted by Ota and Huang), Pekel- 
haring, Templeton, Acton and Panja, MacLeod and Dowling® and 
3enedek,’ expressed their views in favor of the pathogenicity of P. 
ovale for seborrhea. The opinions of these investigators were based 
either on the finding of the organism in the scales of patients or, as 
in the case of MacLeod and Dowling and Benedek, on experiments 
with the fungi. The organisms of the latter are completely different 
from each other and may not be related to Pityrosporum at all. 

On the other hand, several workers, among them Jacquet and Ron- 
deau, Darier, Tiéche, Ota (all cited by Ota and Huang) and others, 
have said that there is no relationship of the organism to seborrhea, 
except possibly that of a harmless saprophyte. These convictions have 
been based on grounds similar to those of the workers mentioned earlier, 
that is, on experimental data. The most convincing evidence in favor 


of the etiologic importance of a microbe is that given by MacLeod and 


Dowling, who reproduced a dermatitis clinically. 

3. Ota, M., and Huang, P.-T.: Sur les champignons du genre pityrosporum 
Sabouraud, Ann. de parasitol. 11:49, 1933. 

4. Acton, H. W., and Panja, G.: Seborrheic Dermatitis or Pityriasis Capitis: 
\ Lesion Caused by the Maiassezia Ovale, Indian M. Gaz. 62:603, 1927. 

5. Templeton, H. J.: A Study of Dandruff and of Pityrosporum of Malassez, 
Arch. Dermat. & Syph. 14:270 (Sept.) 1926. 

6. MacLeod, J. M. H., and Dowling, G. B.: An Experimental Study of the 
Pityrosporon of Malassez: Its Morphology, Cultivation and Pathogenicity, Brit. 
J. Dermat. 40:139, 1928. 

7. Benedek, T.: Cryptococcus Malassezi (Pityrosporum Malassezi Sabou- 
raud, 1895), Zentralbl. f. Bakt. (Abt. 1) 116:317, 1930. 
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data in the following pages represent our observations. 
organism as seen in scales may vary in size and morphology, 
The cells commonly 


t to the extent and intensity of the infection. 
| may be ovoid or spherical, with or without budding, from 2 to 


-ons in the long axis, with some spherical, thick-walled forms 
Ss 

















Fig. 1—A depicts flask-shaped cells (budding) in acute, actively spreading 
lesions; B, ovoid and spherical, thick-walled cells from cases in which the condi- 
tion is chronic or treated; C, group of cells grown on wort agar, and D, sclerotic 


and enlarged organisms grown on different mediums. 


up to 11 microns in diameter. In acute, rapidly spreading conditions, 
the cells are usually small and ovoid, approximately 3 microns in the 
long axis, with small buds simulating flasks (fig. 14). These are 
generally of a uniform type. In an active infection the cells may be 
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ovoid or spherical, varying from 2 to 5 microns in the diameter iy the 
long axis, with a few chlamydospores (fig. 1B). In chronic or cuies. 
cent lesions, or where materials harmful to the growth of the ung) 
have been used on the scalp, many large, thick-walled resting cells 
are found, with both small and large, ovoid and spherical cells. 4 
number of small coccie cells may be seen in some acute cases. These 
have been proved to be large staphylococci (Morococcus of Unna and 
gray coccus of Sabouraud) and not a form of P. ovale, as suggested 


by Sabouraud. 


Fig. 2—Cultures on various mediums. J, wort agar; 2, malt extract agar; 


corn-meal agar; 4, Sabouraud’s agar; 5, brain veal agar, and 6, glycerin agar. 


The picture is often confused by the presence of saphrophytic yeasts 
commonly occurring on the surface of the skin, such as Monilia or 
Torulopsis, a red yeast. The spores of a number of air-borne fung), 
such as Penicillium, Aspergillus, Alternaria, Macrosporium, Mucor and 


many of the Dematiaceae, often germinate in chronic lesions of the 


scalp, producing some short rodlike cells and at times filaments. 

When grown artificially, by the method described previously, namely, 
the inoculation of the thin portion of slants of Difco wort agar with 
scales from active lesions, the fungus assumes a varied morphologic 
picture (fig. 1C). The first growths are small grayish-white colonies, 
which, when transferred to the thick section of the agar, develop into 
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es varying in color from light ochraceous salmon to pinkish butt. 
varying from individual small spherical or ovoid forms to chains, 
is the oidia of Oospora or Hemispora, to elongated, sclerotic 
(fig. 1D) are produced when the cultures are grown on different 
rates (fig. 2). The color of the colony varies accordingly from 

sh salmon or buff to ochraceous salmon or buff. 
(he change in morphology is, of course, an adaptation to a sapro- 
tic mode of life, as contrasted with its parasitic condition on man. 
his regard it is of interest to note that when such organisms are 
planted on man the fungus must again accommodate itself to its former 
habitat. Consequently, until this happens the microbe maintains its 
enlarged, sclerotic form until it has completely acclimated itself to a 


parasitic existence (figs. 4 and 7), in which case it will again become 


a small flask-shaped or ovoid cell, as seen in more advanced lesions 


6). This accounts for the type of cell seen in some of the early 


hg. 


experimentally produced dermatitis. 


MATERIALS AND TECHNIC 


The patients used for study, unless otherwise noted, were persons of the 
adolescent age who were suffering from acne vulgaris, as well as seborrhea 
capitis, and in some cases seborrhea corporis. All were instructed to refrain 
from washing the inoculated areas. Sterile dry gauze was applied to experi- 
mentally inoculated regions for the first week or two to insure contact with the 
organism and to prevent spread. All patients were observed at regular intervals 
depending on the type of inoculation. The experimental procedures on human 
subjects were of various kinds, with more than one method tried on many patients. 
These consisted of the following: Application of organisms from culture to the 
intact skin, gently, to avoid irritation; intradermal injections of a suspension of 
the organisms in saline solution; excoriation of the skin with a sterile needle or 
sterile emery paper (percutaneous) and the application of organisms in normal 
and seborrheic areas, and auto-inoculations with scales from active lesions to 
excoriated areas on the chest and in the axillae. All inoculations were controlled 
on the adjacent skin. In some cases a lipid mixture was applied to the areas in 
an attempt to enhance the growth of the organisms. The mixture was prepared 
hy Kooyman®’ and closely simulates the lipid content of the skin. 

\nimals were inoculated in much the same way as were human subjects. The 
animals used were rabbits, guinea-pigs, rats, white mice and hairless mice. The 
abdomen was shaved and inoculations were made in this area. Young animals 
were used whenever possible. In some instances the lipid mixture was rubbed in 
an excoriated area, and then organisms were applied. In several instances the 
lipids and organisms were mixed beforehand and then applied. 

rhe chest was the usual site employed for the inoculations, in the so-called 
seborrheic area just over the sternum (fig. 3). The axilla was used in a few 
cases, but this was discontinued because of perspiration, friction and difficulty of 
keeping a dressing over the inoculated site. The scalps of a few persons apparently 

8. Engman, M. F., and Kooyman, D. J.: Lipids of the Skin Surface, Arch. 
Dermat. & Syph. 29:12 (Jan.) 1934. 
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clinically free from seborrhea were inoculated by the application of a whole c¢\ 
to a small area of intact skin, usually in the area of Celsus. 

In addition, organisms were inoculated into seborrheic patches (fig. 3) in ay 
effort to obtain exacerbation of the lesions. For comparison, several patients 
were inoculated with a common yeast, Saccharomyces cereviseae, while others 
were inoculated on the seborrheic region of the chest with a saprophyte commonly 
found on the skin, Torulopsis glutinis(?) (Rhodotorula), a red yeast. 

Cultures of P. ovale were further used for testing the effect of an extract of 
the cells. This extract we call pityrosporin and was made by the following 
method: Nutrient broth mediums, some containing dextrose, were used. These 
consisted of (1) Difco nutrient broth plus a 10 per cent solution of dextrose: 
(2) dextrose 50 Gm., glycerin 10 Gm., peptone 5 Gm., and distilled water 1,000 cc.: 








Fig. 3—Dermatitis produced on the chest thirty-six days after inoculation. 4 
shows exacerbation of a lesion of seborrheic dermatitis produced by the applica- 
tion of P. ovale, and B, lesions produced experimentally by the application of P. 
ovale. Note the spread of lesions about the experimentally inoculated site. 


and (3) glycerin 5 per cent, peptone 5 per cent, and beef extract 5 per cent. These 
were seeded with P. ovale, and the cultures were allowed to grow for approxi- 
mately twenty-seven days. The various extracts were then made. 


Piryrosporin A (Exotoxin?).—This consists of the culture filtrate and sup- 


posedly contains the metabolic products of the organism plus a possible exotoxin. 
A 0.25 per cent solution of phenol was added to prevent bacterial contamination. 


Pitryrosporin B (Endotoxin?).—Cells were washed with sterile, neutral dis: 
tilled water, ground up with sterile quartz sand, frozen, thawed out and allowed 
to stand in the icebox overnight. The ground cells were then mixed with an 
amount of sterile, neutral distilled water equal to the amount of broth in which 
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erown and filtered through a Seitz filter. A 0.25 per cent solution of 


was added to prevent bacterial contamination. 
-ROSPORIN. C (Exotoxin Plus 
ic products (exotoxin) and extract of ground-up cells (endotoxin), plus a 
r cent solution of phenol, made according to the method of preparation of 
consists of parts of exotoxin 
The endotoxin is prepared by 


Endotoxin?).—This extract consists of 


idin, described by Jacobson.” — It equal 
sporin A) and endotoxin (pityrosporin B). 
and thawing out the cells and grinding them with quartz sand five or 


The ground cells are kept in pyrex tubes and sur- 


mes in rapid succession. 
ded by carbon dioxide snow until frozen and are then thawed out under run- 


tap water. This is filtered through a Berkefeld filter and represents the 


{ XIN. 
PiryrosporRIN D (Exotoxin Plus Endotoxin? ).—This extract is made accord- 
the procedure used in the preparation of trichophytin, as described by 


ing to 
Briefly, it consists of grinding in a mortar cells which 


Muskatblit and Director.'° 
were grown in a broth medium (twenty-seven days) and allowing them to extract 


Taste 1.—Results of Inoculations in Human Subjects 


Reaction 


Type of Inoculation Positive Doubtful Negative 


2 6 


Intradermal injeetion of suspension of whole 
(21%) 


9 
cells in saline solution (79%) 


Percutaneous inoculation (excoriation) with 19 91 


whole culture 
Percutaneous inoculation (excoriation) with 


whole culture and lipid mixture 


(40%) (44%) 


12 


(48%) 


Exposure of intact skin to whole culture... 


with 9 


excoriated : 
(50%) 


\uto-inoeulation of area 


seales from scalp 


\pplieation of whole culture to sealp clini 6 
cally free from seborrhea (100%) 


twenty-four hours in the icebox with the corresponding fluid medium (150 cc.). 
The preparation is filtered through paper and then through a Berkefeld filter. A 
0.25 per cent solution of phenol was added to insure sterility. 

PirYROSPORIN E.—This extract corresponds to old tuberculin, being made in 


the same manner, with the addition of a 0.5 per cent solution of phenol. 


OBSERVATION 
Data on Tests on Human Subjects —An interpretation of the data is of neces- 
sity dependent on the type of reaction obtained. Of the total number of 104 
patients inoculated, 10 were not considered because they had washed the site of 
the test or had failed to retiirn at desired intervals. The results of inoculations of 


human subjects are listed in table 1. A few persons who returned once after 
inoculation but who exhibited a reaction at the tested area were considered in the 
group with a doubtful reaction, as were those who showed a brownish discolora- 
9. Jacobson, H. P.: Fungous Diseases: A Clinico-Mycological Text, Spring- 
field, Ill., Charles C. Thomas, Publisher, 1932, pp. 235 and 246. 
10. Muskatblit, E., and Director, W.: The Trichophytin Test: Report of 


Three Hundred and Fifty Cases, Arch. Dermat. & Syph. 27:739 (May) 1933. 
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tion, which usually persisted several weeks. Because of the variability i: 
type of reaction, only those reactions that showed a scaliness or distinct derm 

as contrasted with the appearance of the control site were considered pos 
The percutaneous method of inoculation or scratching with a needle or en 
paper is sufficient in itself to induce a varying amount of inflammation and forn 
tion of a crust, which may last approximately from two to five days. This alone 
was not considered significant, but when a dermatitis of erythema or brown scali- 
ness was observed it was deemed important as compared with the condition of 
the control site. The positive reactions varied from a scaliness that appeared 
after a week to a definite dark red patch of dermatitis covered with yellowish- 
brown scales. Follicular scaly papules, often seen in cases of seborrheic derma- 
titis, developed in several instances. The reactions obtained from auto-inoculation 
were similar to those produced by inoculation with a whole culture of the organ- 
isms. It was noted, after trying the types of inoculation described, that the per- 
cutaneous method was the most effective in producing a dermatitis (fig. 3). Con- 
sequently, the greater number of persons were tested in this manner. 


TABLE 2.—Results of Intradermal Tests with Extracts of the Organisms 
(Pitvrosporin) 


Type of Extract Mediumt Positive Negative Total 


Exotoxin plus endotoxin (coecidioidin 
method) 
Exotoxin 
filtrate) 
. Endotoxin (ground cells frozen 
thawed with distilled water) 
. Exotoxin: Endotoxin (trichophytin 


In three of the eighteen cases reactions to all tests were entirely negative. 

+ Cultures were grown on three mediums: (1) Difeo nutrient broth plus a 10 per cent solu 
tion of dxtrose; (2) dextrose 10 Gm., glycerin 10 Gm., peptone 5 Gm. and distilled water 1,000 
ec., and (3) glycerin 5 per cent, peptone 5 per cent, beef extract 5 per cent and distilled water 
1,000 ce, 


The scalps chosen as sites for inoculation were apparently clinically free from 
seborrhea, on examination and according to the patient’s history. Within a week 
after inoculation every patient complained of pruritus to a varying degree. This 
symptom was usually more marked at the site of inoculation. A definite marked 
scaliness was observed at the site of the test, with scales spread to a lesser degree 
throughout the scalp. 

The intradermal injection of a suspension of organisms in saline solution was 
carried out on a number of patients. A papule and erythema of varying intensity 
and amount developed within twenty-four hours in most persons. The reaction 
was the same whether the arm, chest or abdomen was used as a site. The method, 


however, was considered of small importance and consequently of less value 


because of the similarity in reaction obtained by the injection of a suspension of 
a common, definitely nonpathogenic yeast, S. cereviseae. In some instances the 
erythema was more marked with the latter, although the duration of the reaction 
brought about by P. ovale was usually greater. 

Intradermal tests with extracts of the organisms, pityrosporin (table 2), 
caused reactions of varying degree in twenty-four hours. In a series of eighteen 
cases the extract of the ground-up cells (endotoxin) produced the most consistent 
reaction, which was manifested by an area of erythema from 1 to 2 cm. in 
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r and usually faint red. In a few cases a small patch of scaly red derma- 
ppeared. The metabolic products (exotoxin) caused only one reaction in 
n trials. Three patients did not show a reaction to any extract. 

ases of well developed experimentally produced dermatitis, scales taken from 
riphery of the lesion were examined. The scrapings showed the organism 





ig. 4—Appearance of the organisms in scale taken from the periphery of an 
experimentally produced lesion. A indicates budding organisms and 2B, a fat 


} 
] 


lroplet. The section was stained with a 1 per cent aqueous solution of methylene 


1 
I 
hl 
I 


ue and cleared with glycerin (chemically pure). 


ovale growing rather profusely (fig. 4). Wort agar was inoculated with the 
scales according to the original isolation procedure, and the organism was 
reisolated, although with difficulty in some instances owing to the presence of a 
number of harmless saprophytes. The organisms were seen in all lesions showing 
positive reaction that were examined microscopically. 
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Experiments on Animals.—Further experimentation with P. ovale was 
tinued on laboratory animals. In this series of tests, twenty-four rabbits, thir 
five guinea-pigs, ten hairless mice, sixteen white mice and twenty-five rats were 
used. All the animals were inoculated by the methods described previously for 
human subjects. The inoculation was made on the shaved abdomen. No signifi- 
cant reaction was obtained by inoculating the intact skin or by intradermal injec- 
tion. Owing to excessive heat in the animal room during the summer of 1934. 
the hairless mice, eleven white mice, fifteen rats and five guinea-pigs died ten days 
after inoculation. All of these except three of the guinea-pigs that were inoculated 
percutaneously showed a negative reaction. The three guinea-pigs showed a defi- 


nite scaliness. 


Fig. 5.—High power magnification ( 342) of experimentally produced derma- 
titis. Note the hyperkeratosis, intercellular and intracellular edema, acanthosis, 
edema in the cutis and papillary infiltration. Hematoxylin and eosin stain. 


The rabbits and guinea-pigs gave generally favorable reactions after inocula- 
tion. The percutaneous method was most effective, regardless of whether the 
lipid was used or not, although the use of this preparation was found to enhance 
the growth of the fungus and hence caused a more marked lesion. In the rabbits 
inoculated by this method, with the addition of the lipid, an encrustation developed 
both at the site where organisms were used and at the control site. The crusts 
formed in from one to four days and were large, dark brown and thick in the area 
where the fungus was applied, and flat, smaller and yellowish (the color of the 
lipid) at the control site. The crusts sometimes persisted for from a week to 
approximately eighteen days, while the control area became completely normal, 
whereas at the test site a branny scaliness persisted for a variable length of time 





MOORE ET AL—PITYROSPORUM OVALE 467 


cales yielded organisms on several occasions. The branny scales usually 
eared within two weeks, leaving the skin normal. Where no lipid was used, 
scaliness was present for approximately two weeks. In the guinea-pigs 
ime type of reaction was observed, except that it was possibly more marked 
me instances. A fine branny scale developed at the site of inoculation, 
iding over the abdomen, and this was observed in some rabbits approximately. 

» weeks after inoculation. No erythematous dermatitis was ever noted. 
ie application of sterile gauze to the inoculated abdomen of the animal helped 
considerably in reducing secondary infection with bacteria and also kept the 


animal from rubbing off the inoculation material. 








Fig. 6—High power magnification (> 1,100) of a section cut obliquely 
through a hair follicle. Note the marked hyperkeratosis in the follicle and the 
growth inward of P. ovale, indicated with the arrows. Loffler’s methylene blue 


and eosin stain. 


In addition, the abdomens of eight guinea-pigs and seven rabbits were shaved 
and excoriated with sterile emery paper. A suspension of whole organisms in 
saline solution was injected directly into the blood stream. Dermatitis was never 
noted on the abdomen, except the reaction immediately after shaving and trauma- 
tization. 

Histopathologic Picture —Seborrheic dermatitis has no specific histologic char- 
acteristics that we know of to differentiate it from dermatitis produced by other 
causes. A biopsy specimen from a lesion of dermatitis from the chest of any 
patient usually shows considerable fat in the horny layer. A section taken from 
the area of induced dermatitis shows all the characteristics of inflammation of the 
upper portion of the skin. 
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In our sections the epidermis and upper part of the cutis were marke 
edematous. The lymph spaces in the upper part of the cutis were dilated 
there was intercellular and intracellular edema in the epidermis. The epitheliuy 
was much thickened as compared with that of the normal skin of the patient 
owing to marked acanthosis and some parakeratosis (fig. 5). In the epidermis 
were some microscopic vesicles, and possibly in one portion the granular layer 
was lifted up by fluid. There was some hyperkeratosis around the mouths of tix 
hair follicles. In the upper part of the cutis the vessels seemed to be dilated, and 
there was a perivascular increase in cells. The lymph spaces were dilated, and 
there was an increase of cells in these spaces. The collagen was swollen. 
The interpapillary rete pegs were somewhat flattened in places, owing to the 





Fig. 7—High power magnification (x 1,200) of a section through a vesicle, 
showing an enlarged form of P. ovale. L6ffler’s methylene blue and eosin stain. 


marked acanthosis; in others the interpapillary pegs were lengthened and plugged, 
owing to the same causes. 

Under high power magnification the perivascular infiltration was seen to be 
composed of lymphocytes, polymorphonuclear leukocytes and new connective tissu¢ 
cells. The most distinctive and characteristic thing about the sections was the 
presence of P. ovale in the horny layer in the walls of the apparent vesicle, where 
the granular layer was lifted up by fluid, and deep in the hair follicle (fig. 6). 
Where the organisms occurred in the hair follicle (fig. 6), one could see a change 
in the histologic appearance about the follicle, that is, an increase of cells about the 
vessels, more marked edema and a thickening in the epithelial lining of the follicle. 
The organisms seen in the vesicle maintained their large spherical and sclerotic 





MOORE ET AL—PITYROSPORUM OVALE 409 


(fig. 7). When seen in the follicle, however, they had reverted to their 
ial form as small bottle-shaped cells (fig. 6). 
\ll the histologic changes one observes in clinical dermatitis in man were noted 
e sections of skin involved by experimental dermatitis. The only character- 
was that the changes were accompanied by the invasion of the tissue by P. 
thus, one may conclude that the induced dermatitis was the result of the 
on of the epidermis and the hair follicle by these organisms. 


COM MENT 


It has been our purpose to present experimental data showing the 
yssible relationship between P. ovale and seborrheic dermatitis. The 


difficulty in establishing this relationship must of necessity lie in demon- 


strating the pathogenicity of the organism. For this work, persons 
were usually selected who exhibited some form of seborrhea elsewhere 
on the body. Tests of various kinds, as described previously, with the 
use of a mixture simulating the lipid content of the skin in some 
instances, were made on patients in the areas most susceptible to sebor- 
rhea. The lipid was used with the hope that it might produce a more 
fertile soil for the growth of the fungus and also to reproduce as nearly 
as possible the greasy condition in which the organism grows best. A 
review of the results obtained indicates that this method of fertilization 
did enhance somewhat the growth of P. ovale, as was evident by more 
marked lesions. The percutaneous test yielded the most encouraging 
lesions. Since the chest is a common site of seborrhea, it was the loca- 
tion usually chosen and gave the best results. The difficulty in finding 
volunteers with scalps clinically free from seborrhea necessarily limited 
the number of. inoculations in this region. The results in six cases, 
however, in all of which they were positive, should be impressive in 
themselves. 

A review of the observations reported here showing that a large per- 
centage of tested persons exhibited definite and characteristic reactions, 
tends to point out the possible relationship of the organism to seborrhea. 
Exacerbation of the lesions of seborrheic dermatitis was induced by 
applying the fungi directly. In one case a patch was produced that 
was indistinguishable from the original dermatitis, while lesions else- 
where showed improvement under treatment. 

It is rather apparent that a proper make-up of the skin is a pre- 
requisite for the production of the lesions. By this is meant that the 
skin of the patient must be in such a condition or state that it is sus- 
ceptible to this infection. In the few patients who had no seborrhea 
of any form, the artificial production of lesions was unsuccessful. In 
view of the many difficulties encountered, several of which have been 
mentioned, the number of favorable reactions is to be regarded as of 


special importance. 
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The presence of P. ovale in lesions of seborrhea has long 
been noted, and Sabouraud,'t after demonstrating these organisms jn 
the horny layer of a section of skin from a patient with pityriasis 
simplex, stated : 

Is role and nature are much discussed. It is surely a microbic form of 
degen: ration and involution. But its microbic origin and normal primitive form 
are not definitely known. 

I am inclined to think that the bottle bacillus is only the involution form of 
the gray culture coccus . . . and with which it is invariably found inter- 
mingled. 

Its presence in pityriasis is always and exactly limited to the exfoliations of 
the horny layer. And save in psoriasis, one always finds it there. 

It occupies, as does the coccus which it accompanies, the folds of the exfoliat- 
ing epidermis, and its presence at the same points where the layers of the epidermis 
separate seems to affirm its causative role in this cleavage and epidermal exfolia- 
tion. Its culture, admitting that it is not that of the gray culture coccus, is 
unknown. 

We were fortunate in being able to obtain a biopsy specimen from 
one of the experimentally induced lesions and to study the histopatho- 
logic picture. 

The possibility of contaminants playing a part in dermatitis of the 
skin should not be disregarded. In this respect, the most common 
yeastlike organism, T. glutinis, that was obtained in isolation cultures, 
was used on several of our test patients for inoculation. In no case 
did the results coincide with those obtained from like experiments with 
P. ovale. 

It must be borne in mind that scaliness in itself may not be a criterion 
of seborrhea, for scaliness may follow any acute inflammation of the 
skin. The lesions observed here were, however, more typical of sebor- 
rhea in appearance than the pityriasis seen following acute cutaneous 
inflammation. 

The large number of positive reactions, together with the finding 
of the organisms quantitatively in proportion to the amount of dermatitis 
as well as the recovery of and presence in biopsy specimens of large 
numbers of P. ovale in artificially produced lesions, emphasizes the 


possible relationship of this microbe to seborrhea. 


SUM MARY 


P. ovale, the bottle bacillus of Unna or spore of Malassez, has been 
cultured and described. 
The following tests have been made on patients and animals: intra- 


dermal injection of a suspension of whole cells in saline solution ; excori- 


11. Sabouraud, R.: Maladies du cuir chevelu: Les maladies séborrhéiques. 
Séborrhée, acnés, calvitie, Paris, Masson & Cie, 1902, vol. 1, p. 106. 
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of the skin with a sterile needle or sterile emery paper and 
ulation with the whole culture, with or without the addition of a 

mixture, as prepared by Kooyman; exposure of whole culture 
tact skin, with and without lipid ; auto-inoculation with scales from 
ents; inoculation of the scalp and controls. 
(he excoriation tests yielded best reactions in most patients, rabbits 
euinea-pigs and none in rats, mice and hairless mice. 
Histopathologic studies of biopsy material from lesions resulting 


m experimental inoculation showed a close similarity to the lesions 


seborrheic dermatitis. 

lhe fungus was demonstrated in the horny layer of tissue and in 
hair follicles. 

Che possible relationship of P. ovale to seborrhea was suggested. 


ABSTRACT OF DISCUSSION 

Dr. H. J. TempLeron, Oakland, Calif.: Dr. Schamberg was interested in the 
subject of dandruff and bacterial disorders of the scalp. In 1924 he started me 
working on the problem of growing the pityrosporon of Malassez. We were able 
to grow it on beer wort agar but could not transplant it beyond the third trans- 
plant. We could not keep it going, and I wish to congratulate Dr. Engman and 
Dr. Moore in succeeding where we failed. Thinking that seborrheic dermatitis of 
the trunk might be an id in the allergic sense, secondary to a seborrheic focus in 
the scalp, I have been testing my patients with intradermal injections of extracts 
of dandruff scales. 

Dr. J. GARDNER Hopkins, New York: I hope Dr. Engman and Dr. Moore 
have settled this long-baffling problem of the cultivation of Pityrosporum, but 
there are many puzzling features. Many observers have attempted with similar 
methods to cultivate the organism and have been unable to do so. Sabouraud 
reported several thousand unsuccessful attempts, and Dr. Templeton has just men- 
tioned his difficulties. The failure of so many experts to recover any organism 
resembling Pityrosporum from the lesions would lead one to suspect that the 
organism would be difficult to cultivate. Yet Dr. Moore has apparently suc- 
ceeded with a medium in common use; in fact, I believe the same wort agar that 
Dr. Templeton used. Dr. Templeton, I think, found that his culture would grow 
mly while the scale was present on the medium. Acton and Panja and Ota and 
Huang also recovered strains which grew very feebly and were difficult to keep 
alive on artificial mediums. 

\nother difficulty is that the organism in Dr. Moore’s culture differs in 
appearance from what he calls the active stage in the skin. A third point is that 
it would seem extremely important to differentiate this organism carefully from 
the yeastlike organisms that one can grow from almost any one’s skin. I presume 
that Dr. Moore has done this but was unable to give the details. The differentia- 
tion of the parasites is not easy, for the colonies assume such different forms on 
different mediums. The microbes also vary in morphology under different con- 
ditions. I have come to the conclusion that it is necessary to use agglutination 
or precipitation tests as well as morphologic studies to differentiate the cryptococci 
which occur on the skin. 

Dr. Howarp Fox, New York: I should like to ask Dr. Engman whether 

paper includes a discussion of the work of Macleod and Dowling. These 
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investigators cultivated the organism in question and reported their results befor, 


the Royal Society of Medicine. Their cultures were inoculated into patients py 


scratch and intradermal methods and apparently resulted in the production oj 
fairly typical lesions of seborrheic eczema. At least, the published photogra; 
were rather convincing. 

Dr. Frep D. WerpmMan, Philadelphia: When I first read the account 
Dr. Engman’s and Dr. Moore’s success in securing the cultures, my first questior 
was, How did they succeed when apparently they used only the standard cultur: 
mediums that every one has been using for years? The wort agar was the sam: 
that Sabouraud employed in his original monumental work, and it was natural to 
wonder how the authors succeeded and he did not. I have had only one experien 
in culturing Pityrosporum, i. e., from a rhinoceros with exfoliative dermatitis at 
the Philadelphia zoo. The skin had increased markedly in thickness, and th 
surface gave a honeycomb effect. The micro-organisms were indistinguishabk 
from those of man on direct examination. I planted them in the routine way o1 
solid medium without success, and then, on the basis of what Castellani noted ip 
his work on tinea imbricata, namely, that he did not succeed until he planted in 
fluid material, I replanted the organisms in dextrose bouillon. The tubes 1ay 
around for several weeks, and I thought the trial was a failure, but thanks t 
the laboratory axiom never to throw such things away until they dry up, I looked 
again and found Pityrosporum growing. I have sent the strain to several persons 
among others to Ciferri, who has adopted this rhinoceros strain as the type species 
of Pityrosporum. This experience may give a clue to further success in securing 
positive cultures. 

To come back to the original thought I raised, namely, why did Sabouraud not 
meet success and why are Americans having success, I wonder if it may be becaus 
of modifications in the biologic content of fungus species through the years. Take 
the strain of Trichophyton interdigitalis from my own person. It may be recalled 
that I reported several years ago that it had changed from a duveteuse to a 
granular type, and within the last year or two it has reverted back to the 
original type; microscopically, too, there are changes, for whereas in the original 
years I noted various kinds of organes in the hanging drop, now I do not 
them. One must consider such situations as those raised by Pityrosporum today 
in the broadest biologic sense if one is to get anywhere. 

Dr. Martin F. ENGMAN Sr., St. Louis: For many years I have attempted 
to grow the bottle bacillus. It has been almost a fixed idea, probably owing t 
the fact that I worked with this organism while studying in Unna’s laboratory 1 
Hamburg. We succeeded there in growing the organism in a medium containing 
rancid butter, for the butyric acid. But we succeeded in growing it only through 
a couple of generations and then lost it. At the Barnard Skin and Cancer Hos- 
pital, whenever a promising new man has become associated in the work my 
colleagues and I have set him to growing the bottle bacillus, but up to now without 
avail. Dr. Moore succeeded in culturing the organism. We have tried to check 
the cultures in every possible way, even going to Philadelphia to show them t 
Dr. Weidman, and we believe that we have obtained the organism in pure culture 
Why others have not succeeded in doing this I do not know. Dr. Moore has 
described in a formal statement, which was recently published,? the full morphologic 
and cultural characteristics of the organism. In this article he also considered the 
literature of the subject in detail. It is difficult and often unfair to criticize the 
work of others, and it is almost impossible to say what others have grown. They 
may have obtained the organism and they may not. One has to see the culture 
and study it. We can only say what we have done and try to describe the 
organism as we have observed it. 





GRANULOMA ANNULARE 
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BALTIMORE 


(he clinical appearance of granuloma annulare is characteristic, in the 
majority of cases, and variations from the morphologic type, although 
they occur, are exceptional. The primary lesion is usually a nodule 2 or 
3 mm. in diameter, which slowly enlarges to form a patch with an 
elevated continuous or nodular edge, the diameter of which rarely 
exceeds 2 or 3 cm. In the majority of cases the lesions are asym- 
metrical in distribution. They are most frequently found on the hands 
and feet, although they may be present on the forearms, thighs, elbows, 
knees and buttocks. In a few reported cases the eruption was present 
on the neck, face and scalp. 

In Galloway’s ' original case there was a lesion on the pinna of the 
left ear in addition to nodules near the knuckles. In one of Crocker’s * 
cases there were lesions on the wrist, thumb, back of the hand and nape 
of the neck, over the mastoids and on the right ear, right inner canthus 
and right lower jaw. Arndt * reported a case in which lesions appeared 
on the ears, and in Danel’s* patient the eruption was present over the 
mastoid region. Jacobi*® mentioned a case of Kissmeyer’s and one of 


MackKee’s in both of which lesions were present on the lobes of the ears. 


From the Department of Dermatology, Johns Hopkins University School of 


Medicine. 

Read before the Section on Dermatology and Syphilology at the Joint Session 
of the American+ Medical Association and the Canadian Medical Association, 
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Little,” in his exhaustive report of forty-nine cases collected from the 
literature, including six of his own, referred to a case of Jadassolin’s 
which was unusual because the eruption was fairly symmetrical and 
widely distributed. Lesions were present on the elbows and knees and 
in the inguinal regions, and around the axillae there were large patches 
extending onto the chest and arms, the central parts of which were 
smooth and slightly atrophic. 

Cases 47 and 49 of Little’s collection also showed a wide distri- 
bution of the eruption but, as this author said, “the number of lesions 
in granuloma annulare is usually restricted to quite a few, sometimes 
to a single instance; but there may be, exceptionally, an extensive 
distribution which never, however, approaches the degree of general 
efflorescence.” 

On the basis of morphologic resemblances, granuloma annulare has 
been considered by a few authors to be a form of lichen. Galloway,! 
in 1899, reported a case under the title of lichen annularis, and as 
recently as 1916 Liebreich * recorded a case in which there were lesions 
on the buttocks which were grossly like granuloma annulare and micro- 
scopically like lichen planus. In an occasional case recorded in the 
early literature the lesions were said to have resembled keloid. Hyde 
in whose afore- 


6 


communicated the details of such an instance to Little, 
mentioned report it is recorded. 

Hartzell * and Stillians * each reported a case of granuloma annulare 
in which there were no ringed lesions, and the latter mentioned Hutchin- 
son, Bury, Dalla-Favera, Audrey, Middleton and Crocker and Williams 
as among those who had observed similar cases. A rather unusual and 
interesting occurrence in granuloma annulare is the appearance of ery- 
thematous areas in conjunction with typical lesions. In each of two 
cases presenting this feature described by Vignolo-Lutati '° and Gougerot 
and Arnaudet '! the areas were small and later developed into charac- 


teristic annular lesions. 
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1 Monash’s '* first case there were several areas of erythema with 


«ht purplish tinge on the forehead. These were irregular in size 


shape and covered practically the entire left side and the outer 

of the right side. There was only a slight suggestion of infiltration, 

under diascopic pressure the erythema disappeared. In the second 

the patient presented a slightly infiltrated erythematous area which 

upied almost the entire left side of the forehead. There were no 

ular lesions in this area, but in the region of the left temple the 

thematous zone gradually merged into an area where there were 

In 

both cases the areas of erythema showed typical granuloma annulare 

histologically. In one other respect the cases of Monash were unique: 

in each patient while under observation there developed generalized 
discrete papular lesions. 

In 1927 Olah '* reported the case of a woman with pulmonary tuber- 
culosis who presented successive crops of numerous follicular lesions 
which united to form ringed and circinate figures. For the reason that 
the lesions were histologically tuberculoid, with the changes limited 
principally to the follicular areas, we are inclined to agree with Monash 
that Olah was very likely dealing with an unusual type of tuberculid. 

Burnier and Rejsek '* reported the case of a patient who presented 
in the region of the right olecranon an oval or irregularly rounded 
plaque, 5 cm. in diameter, limited by a continuous, slightly elevated, 
chamois-yellowish border. The center was clear, without atrophy, but 
the epidermis was thinned and of almost normal color. There were 
also a few lesions in other locations. The authors called attention to 
the unusual size of the lesions on the forearms, stating that as a rule 
in granuloma annulare the lesions do not exceed 2 or 3 cm. in diameter. 

A form of granuloma annulare with lesions involving the subcutis 
was mentioned by Jacobi.’ He stated that this form had been observed 
on the palm, the flexor surfaces of the fingers, the dorsum of the foot 
and the forearm. Grauer *° recently reported a case of the subcutaneous 
variety with involvement of the scalp. Diasio’® reported a case in 
which the eruption was fairly generalized and in which there were large 
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circinate, crescentic and serpiginous lesions; the largest one, on the ‘eft 
shoulder and back, reached several inches in diameter. The author 
stated that the histologic picture was nontuberculoid and that there was 
no evidence of necrosis. Because of the absence of necrosis, the other 
histologic features become inconclusive, and it therefore appears that 
Diasio based his diagnosis on the clinical appearance of the lesions, 
which he described as having firm, cordlike, waxy margins and clear 
centers. 

We have encountered two cases which in certain of their clinical 


features represent such decided deviations from the usual clinical picture 
of granuloma annulare that we believe a report of them is warranted. 
For the most part the lesions were fairly symmetrical in distribution. 
On the lower extremities they were bright pink and of relatively large 
size and presented a concentric and circinate configuration. These 


features caused competent observers to offer the diagnosis of granuloma 
annulare from a clinical standpoint with great hesitancy. There was 
rather the inclination to view the cases as examples of toxic erythema. 
However, histologic examinations in each case left no doubt that we 


were dealing with clinical variants of granuloma annulare. 


REPORT OF CASES 


Case 1.—A white housewife, aged 45, was first seen on July 18, 1933, when 
she complained of an eruption which had first appeared about three years prior 
to this. There had been no tuberculosis or allergic disease in any member of the 
family. The patient stated that she had always been in moderately good general 
health. A few years ago she had been treated for fibroids of the uterus, and for 
a long time she had been troubled with infected sinuses and was still under treat- 
ment for this condition. 

The present eruption appeared first on the back of the left hand, and about one 
year later she noticed a rash between the thighs, which she thought was due to 
friction. This condition spread downward on the inner aspects and backs of the 
thighs, and soon lesions appeared in the axillary regions. A short time prior to 
examination, new patches had made their appearance on the inner sides of the 
knees and on the wrists, and those between the thighs and under the arms had 
extended. The patient stated that she felt some soreness between the legs and a 
little pain in her knees. There was no itching. 

Examination.—She appeared to be in good general health. The Wassermann 
reaction of the blood was negative, and an intracutaneous test with 0.1 mg. of 
tuberculin produced a reaction about 1 inch (2.5 cm.) in diameter. 

The cutaneous eruption was widespread and in general symmetrical. On the 
dorsum of the left hand there was a half-dollar-sized circular patch with a narrow, 
elevated, irregular border and a central zone showing slight atrophy. Over the 
surface of the lesion there were some tiny nodular elevations. Extending out 
from the hairy portion of both axillae there were several slightly pigmented irreg- 
ular patches varying in size up to that of the palm. Over the surface and par- 
ticularly around the edges there were discrete and confluent elevated pinhead-sized 
or slightly larger, roundish or elongated, flat papules of a pinkish or whitish 
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and rather soft. There was no scaling or clinical evidence of atrophy. On 
ner sides and over the entire posterior aspects of both thighs there was an 
matous rash forming irregular, oval or roundish lesions, some of which 


ed central clearing (fig. 1). Many of these lesions had become confluent, 


m 


pinkish red, with confluent papular elements around the edges of some of the 


larger patches with scalloped margins and areas of clearing. The rash 











Fig. 1 (case 1).—Confluent erythematous and papulo-erythematous patches on 


the backs of the thighs resembling the toxic erythemas. 


lesions, which were not as distinct in outline, however, as those in the axillary 
region. On the inner side of one knee there was an area showing only an ill 
defined diffuse erythema, and on the back of the left forearm, just below the 
elbow, there was a half-dollar-sized elongated patch, moderately infiltrated and 


slightly scaly, which resembled a patch of chronic eczema. 
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This patient was observed by one of us (L. W. K.) for about two 
During this time new lesions developed on the wrists and legs, and all tend 
persist in their original sites. There was, however, a great deal of fluctua 


% : F ; ; : 
particularly in the appearance of the erythematous areas, which occasionally al; 


disappeared, without relation to treatment. While under observation, the pat 


was given several applications of roentgen rays, which caused a marked regress 
of the rash so that little remained except a diffuse pigmentation. In none of 
lesions except the one on the back of the hand was definite atrophy observed 
Case 2.—A white American girl, aged 20, single, was first seen on Sept. 27 
1933. The family history was essentially unimportant. Two aunts had tubercu- 











Fig. 2 (case 2).—Annular patches of granuloma annulare in the axillary region. 


losis, but the patient had had little contact with either. She had always had good 
general health. During her childhood she had measles, mumps and, at the age 
of 3, scarlet fever. About five years ago a mild attack of sinus disease developed. 

The cutaneous disease first appeared two years ago under the left arm and 
was neither preceded by nor associated with any other complaint or symptom. 
Later, lesions came out in a symmetrical position in the left axillary region, on 
the upper posterior portions of the thighs and on the inner sides of the knees. 
She stated that the elements of the eruption did not come and go, but that when 
they developed they persisted. 

Examination—The patient appeared in good general health. The skin and 
mucous membranes were of good color and texture. The Wassermann reaction 
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blood was negative, and an intracutaneous test with 0.1 mg. of tuberculin 
a reaction 2 cm. in diameter. 

e cutaneous eruption was similar in appearance and distribution to that in 
1, except that it was not so extensive over the thighs. She showed the 
irregular or roundish patches extending from the upper portion of the 
e out under the upper arms (fig. 2). These patches were slightly brownish 
nkish, showed no atrophy, and presented over their surfaces small pinkish 
itish discrete or confluent papules. On the backs of the thighs were twenty- 
or thirty roundish or oval, ring-shaped, pinkish-red lesions, some of which 


hecome confluent (fig. 3). Most of them showed central clearing with a 





Fig. 3 (case 2).—Circinate erythematous lesions of the same general character 
as those present in the same location in case 1. 


border of rather indistinct, mostly confluent, papules which were not as sharply 
demarcated as those in the axillary region. She also had a small lesion in the 
left antecubital fossa, one on the dorsum of the right foot and one on the flexor 
surface of the right wrist. The lesions on the backs of the thighs also, as in 
case 1, resembled some form of toxic erythema. 


This patient was treated by one of us (L. W. K.) for about a year, during 


which time the eruption showed marked regression under roentgen therapy, but 


it 


t tended to appear in the same locations when the treatments were discontinued. 


Considerable pigmentation developed after roentgen treatments were started, but 


there was no definite atrophy. 
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HISTOLOGIC EXAMINATION 
For histologic study, three tissue specimens were taken in case | and 
one in case 2. The material was stained by the hematoxylin-eosin methiod 
and with Masson’s trichrome,'’ and Mallory’s aniline blue,’ Verhoeff’s 
and Van Gieson’s stains and polychrome methylene blue. The hema- 


toxylin-eosin preparations were the most satisfactory in showing the 


degenerative changes in the connective tissue. 


Case 1.—Biopsy 1: The tissue was removed from a dollar-sized, rather ill- 
defined erythematous area on the inner side of the left knee. This area showed 
no changes except the erythema. The epidermis was normal. In the cutis numer- 
ous blood vessels were present, most of which were widely dilated. The peri- 
vascular connective tissue was edematous and densely infiltrated with cells, most 
of which were lymphocytes, although there were larger mononuclear and connec- 
tive tissue cells. No definitely recognizable polymorphonuclear leukocytes or 
plasma cells were seen. In some instances, the infiltration had obscured the 
vessel’s opening, but there was no evidence of vascular occlusion either by intimal 
proliferation or by the formation of thrombi. There was considerable edema, 
most marked in the reticular layer, throughout the entire cutis. In the center of 
the section, in the lower portion of the reticular layer, there was a moderately 
well defined area covering about half of the low power field of the microscope, in 
which could be seen a diffuse slight increase in the number of cells, somewhat 
more marked toward the periphery (fig. 4). THe majority of these cells contained 
round, oval or irregular nuclei and resembled connective tissue cells. There were 
a few others also with roundish or irregular darkly staining nuclei surrounded 
by a moderately or well defined cytoplasm and a sprinkling of lymphocytes and 
pyknotic nuclei, some of which may have been polymorphonuclear leukocytes. 
The connective tissue itself had undergone definite changes. Some of the bundles 
had become frayed along the edges, partially disappearing and giving place to a 
granular reticulum with slightly basophilic staining tendencies. This degenerative 
process occurred either diffusely between the bundles or fibrils or in small foci. 
In this location no blood vessels were discernible except around the border. A 
smaller but similar area was present in the upper portion of the reticular layer. 
There were no striking changes in the elastic tissue, and no plasma cells were 
seen. 

Biopsy 2: The specimen was removed from a half-dollar-sized slightly infil- 
trated area ori the extensor surface of the left arm, which was referred to in the 
clinical description as resembling a patch of chronic eczema. In the upper half 
of the cutis there were no definite changes except a moderate perivascular infil- 
tration, considerably less marked than that seen in biopsy 1. Throughout the 
lower half of the entire cutis, however, there was a general increase in cells both 
surrounding the blood vessels and between the connective tissue bundles. While 
a great many of these appeared to be connective tissue cells there were many 
other mononuclears with variously sized, roundish or irregular, more darkly stain- 
ing nuclei surrounded by a slightly basophilic cytoplasm. There were also 
numerous cells resembling the epithelioid cell of the tubercle, and many lympho- 


17. Masson, P.: Some Histological Methods: Trichrome Staining and Their 
Preliminary Technique, J. Tech. Methods 12:75, 1929. 


17a. Mallory, F. B., and Wright, J. H.: Mallory’s Aniline Blue Stain, 


Pathological Technique, Philadelphia, W. B. Saunders Company, 1924, p. 118. 
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and pyknotic nuclei. The large mononuclear cells ran in lines between 
nective tissue bundles or collected in variously sized nests. The connective 
showed the same granular degeneration noted previously, and in the center 
section there was one rather large area in which these changes were more 
ed, and which was partly surrounded by a wall of mononuclear and connective 
cells with a palisade arrangement. Over the central portion of this area 
were only a few preserved nuclei, most of them having degenerated, leaving 


da sprinkling of chromatin dust. No remains of blood vessels were found 


degenerated area, and in this section, as well as in the first one described, 
reserved polymorphonuclear leukocytes or plasma cells were noted. 














Fig. 4 (biopsy 1, case 1)—A circumscribed area of beginning necrosis of the 
connective tissue with slight increase in the fixed tissue and wandering cells. 


Biopsy 3: The specimen was removed from the edge of one of the patches 
inder the right axilla, which showed some small nodules around the edge and 
over the surface. Here, the pathologic process was confined mainly to the lower 
three fourths of the reticular layer in the central portion of the section. The 
changes were similar to those which have already been described. There were 
numerous strands of mononuclear cells running between the connective tissue 
bundles. which showed diffuse or small localized areas of degeneration with or 
without cellular infiltration. One small area was found in which the degeneration 
was moderately advanced. This was surrounded by mononuclear cells showing 
some tendency to a palisade arrangement. In this section, cells of the macrophage 
type were abundant, and one small giant cell was seen. There were numerous 
widely dilated blood vessels with marked perivascular infiltration. 
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Case 2.—The specimen was taken through the edge of one of the lesi on 
the back of the thigh. There was some edema as well as rather numerous dijated 
blood vessels throughout the entire cutis. Most of these vessels were surrounded 
by a rather dense mantle of lymphocytes, and large mononuclears and a fey 
collections of plasma cells were seen. In three or four locations, in both the 
upper and lower portions of the reticular layer, the connective tissue was infiltrated 
by numerous mononuclear cells forming a reticulate network between the bundles, 
which showed the granular degenerative changes already described (fig, 5). 
These cells were somewhat more uniform in shape and appearance than those jp 
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Fig. 5 (case 2).—The characteristic reticular infiltration of large mononuclear 
cells in palisade arrangement may be seen around a small necrotic area in the 


lower left corner. 


case 1. Some of them had an abundant slightly pinkish-staining granular cyto- 
plasm, while others lay in a granular matrix in which the cell outlines could not 
be determined. In two or three areas the cells had arranged themselves in a 
palisade-like manner around foci in which the degenerative changes in the con- 
nective tissue were more marked. There were a few pyknotic nuclei scattered 
over the affected area. In no location did the most marked degenerated areas 
show any definite relationship to blood vessels. No polymorphonuclear leuko- 
cytes were seen, except an occasional one in dilated capillaries or in the perivascular 


infiltrate. 
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HISTOLOGIC STUDY OF OTILER CASES 


order to develop more fully the histology of granuloma annulare, 


Jlementary study was made of ten other cases, the majority of 


| showed the characteristic clinical picture of this disorder. 


e 3—A young white boy, aged 5, had typical papules of four months’ 
n on one finger. The section showed two moderately sized areas of degen- 
of the connective tissue with a beginning palisade of connective tissue 
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Fig. 6 (case 1035).—A typical circumscribed area of partial necrosis of the 
connective tissue showing nuclear remains of dead cells. This is apparently the 
second stage following the early changes, which are shown in figure 4. 


and mononuclear cells around the edges (fig. 6). There was also an infiltration 
of the same cells showing the characteristic reticulate pattern in other locations 
in the cutis. No polymorphonuclear leukocytes or plasma cells were seen. The 
blood vessels showed a perivascular infiltration mainly of epithelioid cells, and in 
some of them the walls appeared considerably thickened. There was a partial 
loss of elastic tissue in the degenerated areas. 

Case 4—A white girl, aged 17, had an eruption consisting of ivory-colored 
or pinkish papules, varying in size from that of a pinhead to that of a split pea, 
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and tending to arrange themselves in circinate configuration. They were located 
on the left arm and in the left axillary region and had been present eigiteey 
months, later disappearing spontaneously. The pathologic changes in this section 
were practically limited to the lower half of the reticular layer. The upper half 
showed only a slight perivascular infiltration. In the affected area one rather 
large focus of necrosis was seen, surrounded by a palisade of large mononuclear 
and connective tissue cells. This section was particularly thin, and the cells 
were unusually clearcut and easy to study individually. The nuclei varied cop- 
siderably in shape, and most of them contained abundant chromatin, staining quite 
darkly. The cytoplasm was also abundant and retained the hematoxylin stain 


(fig. 7). A few eosinophils were scattered over the affected area, but there were 


—" 


Fig. 7 (case 722).—Macrophages before they begin to assume more of the 
appearance of the epithelioid cell. The nuclei are dark and of variable size, and 
the protoplasm is well defined and slightly basophilic. 


no plasma cells or recognizable polymorphonuclears. No definite changes in the 
blood vessels were observed. 

Case 5.—A white man, aged 83, showed typical lesions of three years’ duration 
on the fingers. Here numerous areas of necrosis with a few pyknotic nuclei and 
some chromatin dust were scattered over the section. Surrounding these areas 
were fan-shaped masses of organizing tissue, while other areas were infiltrated 
with rows of large mononuclear cells and lymphocytes. A few nests of plasma 
cells and an occasional polymorphonuclear leukocyte were seen around the blood 
vessels. In these relatively large areas of necrosis no remains of blood vessels 


were seen. 
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6—A young white girl, aged 10, had typical lesions on the feet. In the 
if of the reticular layer of the cutis was found the characteristic reticulate 
n of mononuclear cells with diffuse granular degeneration and fraying 
the connective tissue bundles. There were no large areas of necrosis 
led by the characteristic palisade of cells. There was a marked perivas- 
nfiltration of lymphocytes and larger mononuclear cells. 
s— 7—A white girl, aged 19, had typical lesions on the fingers. A small 
was removed and cut serially. Toward the center of the cutis there was 
er large area of degeneration showing a few preserved nuclei and some 
tic ones over its surface. It involved a hair follicle in a part of its course, 
in some places was necrotic. A typical cellular infiltration was present, 
. leukocytes or plasma cells were seen. The degenerated area contained 


ially preserved connective tissue bundles, and the elastic tissue was for the 


part intact. 
A young white boy,.aged 7, presented typical papules on the elbows 
The section showed the characteristic infiltration of large mononu- 

- cells throughout the entire reticular layer down around the coil glands. The 

nnective tissue was broken up into fine fibrils forming a lacelike network in 
hich were embedded the mononuclear cells, giving, in some areas, the appearance 
faxanthoma. Some of the fibrils stained pinkish, but throughout the areas most 
iffected there was a good deal of granular degenerated material with a basophilic 
reaction. Some of the larger bundles were swollen and glassy in appearance. 
No large areas of necrosis such as have been described in some of the sections 
were seen. There were numerous widely dilated blood vessels with a considerable 
perivascular infiltration. Many eosinophils were scattered throughout the affected 
area, and an occasional nest of plasma cells was found. 

Cas—E 9—A white woman, aged 48, presented waxy papules of one year’s 
duration over the backs of the hands and fingers. Section showed three typical 
areas of degeneration containing a considerable amount of chromatin dust with 
some pyknotic nuclei. These areas were partially surrounded by rows of epitheli- 
id cells, and some of them contained giant cells. Most of the vessels were 
dilated and surrounded by an infiltration mainly of lymphocytes and connective 

cells. One small nest of plasma cells was seen, also a few polymorphonu- 
clear leukocytes in one or two of the vessels. The bundles of epithelioid and giant 
cells would have been somewhat suggestive of tuberculosis, had it not been for the 
typical areas of connective tissue degeneration. 

Case 10—A Negro woman presented quarter-sized, pinkish or brownish-red, 
slightly infiltrated patches studded over with pinhead-sized papules. Section 
showed rows of mononuclear cells forming a reticular network or surrounding 
three or four large areas of necrosis. In these areas there were foci of granular 
degenerated connective tissue and also thickened connective tissue bundles with a 
hyaline appearance. Many degenerated nuclei were scattered over the surface, 
which gave to these areas a more darkly stained appearance than usual. Most of 
the blood vessels showed a dense perivascular infiltration consisting mainly of 
lymphocytes, although some nests of plasma cells were seen. Very few poly- 
morphonuclear leukocytes were present. The unusual feature in this preparation 
as the large amount of pyknotic nuclei and chromatin dust, which suggested 
at degeneration had progressed after a considerable cellular infiltration had 
aken place. 

Cas—E 11—A white woman, aged 74, had around the elbows skin-colored 
papules forming fingernail-sized annular lesions. Here, the cellular infiltration 
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occurred principally around the blood vessels and consisted mostly of «mail 
round cells or nests of epithelioid cells. The connective tissue bundles the 
affected areas were swollen and had a rather glassy appearance, and there was 
a good deal of granular degeneration, diffuse or in small foci, between the fibers. 
In one location, there was a group of large mononuclear cells lying in partially 
degenerated tissue, but there were no well circumscribed areas of necrosis sur- 
rounded by the characteristic palisade of mononuclears. A few eosinophils were 
scattered here and there, but no nests of plasma cells were seen. The arrange- 
ment and appearance of the cells in this section, except the one area noted, sug- 
gested tuberculosis more than granuloma annulare, but the connective tissue 
changes in certain locations were characteristic. 

Case 12.—A young white girl, aged 11, had typical papules of seven months’ 
duration on the elbows. The section showed a large area of necrosis extending 
almost completely across the upper third of the reticular layer (fig. 8). In this 
area there were no preserved connective tissue bundles. They had been replaced 
completely by a pinkish-staining granular network containing a few homogeneous 
hyalin-like blocks. There were only a few pyknotic nuclei here and there, and 
the elastic tissue had entirely disappeared except for a few fragments. This area 
was surrounded by fan-shaped or horizontal masses of epithelioid and connective 
tissue cells with the palisade arrangement. There was a considerable infiltration 
of lymphocytes, especially around the blood vessels, but no plasma cells or definite 


polymorphonuclear leukocytes were noted. 


HISTOLOGIC REVIEW 

Kyrle ‘*® considered the microscopic necrosis of the connective tissue 
in granuloma annulare to be a primary alteration and the infiltrating 
cells to play no role except a secondary one in the beginning. He spoke 
of a proliferation of vascular tissue, but we are inclined to believe that 
the apparent increase is more likely due to the opening up of pre- 
existing vessels, which commence to function as a result of the local 
inflammatory state. Kyrle specifically noted the absence of pus cells 
in the necrotic zones, an observation which accords with ours. He, as 
well as McCarthy,'’* overlooked the presence of plasma cells which, 
although uncommon, occasionally occur in the later stages of the disease. 

Gans '* referred to a perinecrotic wall of epithelioid cells, which 


may occur in solidly aggregated masses, or which lie more often in the 
meshes of a collagenous network of fibers which corresponds partly to 


a separated connective tissue stroma and partly also to newly formed 
connective tissue. In agreement with those observations are our obser- 
vations in the late stages of the disease. In the surrounding intact tissue 


17b. Kyrle, J.: Vorlesungen iiber Histo-Biologie der menschlichen Haut und 
ihrer Erkrankungen, Berlin, Julius Springer, 1927, vol. 2, p. 191. 

18. McCarthy, L.: Histopathology of Skin Diseases, St. Louis, C. V. Mosby 
Company, 1931, p. 280. 

19. Gans, O.: Histologie der Hautkrankheiten, Berlin, Julius Springer, 1925, 
vol. 1, p. 547. 
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found large numbers of lymphocytes interspersed with a few 
orphonuclear leukocytes, mast cells and an occasional plasma cell. 
ated that the vessels were dilated and surrounded by an infiltrate 
sting chiefly of lymphocytes and proliferated adventitial cells 
‘iss-Wanderzellen). The veins were closed by a definite prolifera- 
{ the intima of varying degree, and the arteries were unchanged. 
were not able to demonstrate changes of this type in the veins 
ny of our sections, and the arteries appeared to be unaffected. 


McCarthy also did not record such changes in the vascular tissue. Gans 


further described a row of well preserved polymorphonuclear leukocytes 
in the area of necrosis, an observation to which we cannot subscribe. 
In a brief note, he mentioned cases which were purported to show no 
necrosis. We believe, from the histologic studies of our material, that 
necrosis will be found in all cases of granuloma annulare provided a 
sufficient amount of material is studied. 

From a study of the material in thirty-three cases, Jacobi ° described 
the typical necrotic areas and stated that in such areas the structure 
was mostly lost. There were chromatin particles, naked connective 
tissue nuclei and often well preserved leukocytes, especially toward the 
border. As previously stated, the absence of leukocytes was one of the 
most characteristic features in all of our material. He also spoke of 
proliferative changes in the intima of the smaller veins, and in his dis- 
cussion of the subcutaneous nodular form of granuloma annulare he 
stated that in contrast to the cutaneous lesions, in which the association 
with blood vessels is difficult to see, one can demonstrate the relation- 
ship clearly in the deeper lesions, in which remains of blood vessels have 
been found in necrotic areas. Jacobi concluded that the primary patho- 
logic process is apparently endovascular and perivascular, resulting in 
complete obliteration of the vessels with necrosis. In our sections, as 
previously noted, we were not able to find any important changes in the 
vascular branches except in case 3, in which some of the vessels showed 
considerable thickening of the walls. Even in the circumscribed areas 
showing varying degrees of connective tissue degeneration vascular 
tissue, either normal or otherwise, was strikingly absent. As to the 
changes in the blood vessels in the subcutaneous forms of this disease, 
we shall consider them in the comment. 


COM MENT 


In our study of the biopsy material in cases 1 and 2, as well as of 
material in ten other cases, we have been able to follow the various 
pathologic stages presented by granuloma annulare. We believe that in 
the erythematous lesions which were presented in our first two cases 
we could observe earlier manifestations of this disorder than one finds 
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in the characteristic small circumscribed nodule. In the beginning, the 


first changes appear to be in the connective tissue. These changes occur 
in a variable degree more or less irregularly throughout a considerable 
portion of the section, but more characteristically they are found ip 
rather well circumscribed roundish or irregular areas, often of con- 
siderable size. In such areas, as shown in case 1, at least, there was 
at first a slight increase in the fixed tissue cells with an infiltration of a 
few lymphocytes and probably granulocytes, the nuclei of most of which 
were pyknotic (fig. 4). As the degenerative process advanced, these 
cells died, as evidenced by the observation in sections from other cases 











Fig. 8 (case 897).—A late stage of granuloma annulare showing complete 
degeneration of the connective tissue surrounded by a palisade of large mononu- 
clear cells and fibroblasts incident to a process of organization. 


of similar areas containing only a variable amount of pyknotic nuclei 
and chromatin dust (fig. 5). The changes in the connective tissue in 
certain areas may proceed to complete degeneration of all the fibrils, 
leaving only a granular substance with or without nuclear remains, but 
in most of our material partially preserved connective tissue bundles 
were present, and the elastic tissue was not selectively affected. Some 
time after the degenerative process has set in, large mononuclear cells 
make their appearance and, with connective tissue cells, begin to arrange 
themselves in a characteristic palisade around the circumscribed zones 
(fig. 6). Later, thick walls of these cells with lymphocytes and fibro- 
blasts form, and the process of organization begins (fig. 8). 
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the areas in which the changes in the connective tissue are not so 
defined as they are in the circumscribed zones, the mononuclear 
come in between the bundles in rows or small nests, forming a 
icteristic reticulate pattern. It is in such areas that the degenerative 

ves do not appear to proceed to complete death of the collagenous 

ie, since we found no sites in any of our material where there was 
evidence that large numbers of cells had been caught in the destruc- 

tive process. In the circumscribed zones, however, the degenerative 
process seems to take place more rapidly and to proceed to a more 
complete destruction, since the macrophages instead of infiltrating 
between the partially degenerated bundles stop at the border and arrange 
themselves with connective tissue cells in a characteristic palisade pre- 
ceding the process of organization. While in all of our material we 


found complete necrosis in a few foci at least, it is in the cases in which 


this process does not proceed to such a marked degree that the lesions 
are likely to be erythematous, as seen in our first two cases. Such lesions 
may quite well disappear without leaving evidence of atrophy. 

[he large mononuclear cells which play such an important part in 
the pathology of granuloma annulare undoubtedly belong to the reticulo- 
endothelial system and are phagocytes attracted by the degenerated 
connective tissue. Some of them have quite darkly stained nuclei, while 
others have larger, lighter staining vesicular nuclei and resemble the 
epithelioid cell of the tubercle. In some instances the cytoplasm is well 
defined, granular and slightly basophilic, while in others the nuclei lie 
in a granular matrix where one cannot separate the cell protoplasm from 
the degenerated portion of the connective tissue. 

In all of our material there was a more or less pronounced inflam- 
matory reaction around the blood vessels. The infiltration consisted 
mostly of lymphocytes with some larger connective tissue and mono- 
nuclear cells. Polymorphonuclear leukocytes were practically absent 
except in one case in which rather numerous eosinophils were found, 
and in another in which an occasional one was seen. We studied the 
blood vessels particularly for obliterative changes but saw nothing to 
make us believe that they were especially affected in this disease. In 
very tew of the circumscribed areas of degeneration were we able to 
find either normal or degenerated vessels, although they were often 
numerous around the periphery of such zones. It seemed to us, in fact, 
that the degenerative process avoided close proximity to vascular tissue 
rather than had its origin in it. We found no necrosis of any of the 
adnexa of the skin except one portion of a hair follicle in the material 
of case 12, although the cellular infiltration frequently extended down 
around the coil glands. 

‘rom our studies we believe that granuloma annulare, particularly 
in the early stages, has a characteristic histology, although contrary 
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opinions have been expressed.*° In the early stages, in which the 
necrosis is not so far advanced, and the mononuclear cells are begin: ng 
to arrange themselves around circumscribed areas of degeneration or to 
come in between the frayed connective tissue fibers, the picture is quite 
different from that of any cutaneous pathologic condition with which 
we are acquainted. 

As to the nature of the disease based on its histopathology, Rasch 
and Gregersen,”? Brocq ** and Galewsky ** supported a_ tuberculous 
origin because of a histologic stmilarity to Boeck’s sarcoid. Gougerot 
and Bonnin,** Stettler °° and Milian and Perin *° have reported cases 
which histologically showed a typical tuberculoid structure, including 
giant cells, and saw a close resemblance between granuloma annulare 
and the tuberculids, especially the papulonecrotic forms. More recently 
Pickus *? reported nine cases of atypical tuberculids, four of which he 
described as showing at one or another stage in their development the 
histologic picture of granuloma annulare. We have failed to note even 
a remote resemblance between granuloma annulare and the sarcoid of 
Boeck. In the latter condition one finds the epithelioid cells arranged 
in compact, circumscribed nests lying between normal connective tissue 
bundles. Here the most characteristic feature of granuloma annulare, 
namely, necrosis, is practically absent. In the various types of tuber- 
culids the fundamentally distinct features of granuloma annulare, 


namely, circumscribed or diffuse incomplete degeneration of the con- 
nective tissue with the characteristic reticulate infiltration of large 


mononuclears does not occur. ‘ 

The question of a relationship between erythema elevatum diutinum 
and granuloma annulare has been debated since the latter disease was 

20. (a) Trimble, W. B.: Erythema Elevatum Diutinum: Report of a Case 
with Comments on Its Nosologic Position, Arch. Dermat. & Syph. 13:383 
(March) 1926. (b) Weidman, F. D., and Besancon, J. H.: Erythema Elevatum 
Diutinum: Role of Streptococci, and Relationship to Other Rheumatic Derma- 
toses, ibid. 20:593 (Nov.) 1929. 

21. Rasch, C., and Gregersen, F.: Ueber einen neuen Typus von sarkoiden 
Geschwiilsten der Haut, Arch. f. Dermat. u. Syph. 64:337, 1903. 

22. Brocq, L.: Néoplasie nodulaire et circinée des extrémités, Ann. de dermat. 
et syph. 5:1089, 1904. 

23. Galewsky, E.: Ein Fall von benigner Sarkoidgeschwulst der Haut, 
Ikonogr. dermat. 22:91, 1908. 

24. Gougerot, H.,.and Bonnin: Granulome annulaire ou érythémato-sclerose 
circinée des main a structure tuberculoide, Bull. Soc. fran¢g. de dermat. et syph. 
26:33, 1919. 

25. Stettler, E.: Beitrag zur Kenntnis des Granuloma annulare, Arch. f. 
Dermat. u. Syph. 132:314, 1921. 

26. Milian, M. G., and Périn, L.: Granulome annulaire: Lesions _histolo- 
giques tuberculoides, Bull. Soc. frang. de dermat. et syph. 38:776, 1931. 

27. Pickus, H.: Ueber atypische Tuberkulide, zugleich ein Beitrag zur Aetio- 
logie des Granuloma annulare, Arch. f. Dermat. u. Syph. 170:194, 1934. 
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lescribed by Coleott Fox in 1895, about a year after Crocker and 

ams 28 first called attention to the former disease. Weidman and 
ncon,2°” however, in an exhaustive article, reported two cases of 
hema elevatum diutinum and concluded that the histopathologic 
‘ure of this disease is pathognomonic, and that it should be consid- 
ered as a distinct entity both clinically and pathologically. On the basis 
of our studies we agree with them, because in the former disease the 
reaction is essentially on the part of the polymorphonuclear cells with- 
out necrosis, whereas in the latter it is one basically of necrosis with 


an infiltration of large mononuclear cells and fibroblastic proliferation. 











Fig. 9—A juxta-articular nodule (Hopkins’ case). Note the resemblance to 
granuloma annulare in the late stage shown in figure 8. 


In the later stages of granuloma annulare, however, with extensive 
necrosis and the dense surrounding palisade of the cells of organization, 
there is a marked resemblance to the juxta-articular and rheumatoid 
nodules in certain cases. Case 8 in Hopkins’ *° report, entitled “Subcu- 
taneous Nodules of the Juxta-Articular Type,” is a good example, and 


we have included a photograph of the material from Hopkins’ patient 
for comparison (fig. 9). Wyatt’s *° histologic description of the lesions 


28. Crocker, R., and Williams, C.: Erythema Elevatum Diutinum, Brit. J. 
Dermat. 6:1, 1894. 

29. Hopkins, H. H.: Subcutaneous Nodules of the Juxta-Articular Type, 
Bull. Johns Hopkins Hosp. 49:5 (July) 1931. 

30. Wyatt, B. L.: Chronic Arthritis and Fibrositis, Diagnosis and Treatment, 
Baltimore, William Wood & Company, 1933, p. 37. 
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in chronic arthritis and fibrositis and Dawson and Boots’ *' descrij 
of the subcutaneous nodules in rheumatoid arthritis suggest a ¢ 
similarity between their histology and that of the late stage of gr 
loma annulare with the exception that the hyperplastic occlusive chai 
in the blood vessels which they considered characteristic were not pre 
in our cases. However, in the subcutaneous form of granuloma ai 
lare, marked vascular changes have been described which might 
interpreted as a connecting link between these disorders, but, from our 
studies, we prefer to consider the cases of so-called subcutaneous granu- 
loma annulare as examples of juxta-articular or rheumatoid nodules. 


SUMMARY AND CONCLUSIONS 

1. Two cases of granuloma annulare are reported which show, 
besides typical lesions, those of a large circinate type resembling the 
lesions of toxic erythemas. 

2. A detailed study of the histopathologic character of the disease, 
based on a total of twelve cases, is presented showing the various grada- 
tions from early changes as illustrated in the erythematous manifesta- 
tions to those found in the later stages present in the more characteristic 
lesions. 

3. From our studies, we believe that granuloma annulare presents a 
characteristic histologic picture, particularly in the early stages, in which 
the first changes appear to be a granular degeneration of the connective 
tissue, either diffuse or localized in more sharply circumscribed areas. 
This is followed by a cellular infiltrate of large mononuclear cells of 
the macrophage type, which, with connective tissue cells, tend to arrange 
themselves between the partially degenerated fibers or around the edges 
of circumscribed necrotic zones in a characteristic manner. 

4. Although there was a considerable perivascular inflammatory 
reaction present, no marked occlusive changes were found in the blood 
vessels, and they showed no particular relationship to either the early 
or the later necrotic changes in the connective tissue. 

5. Polymorphonuclear neutrophilic leukocytes, although occasionally 
found, are strikingly absent in all stages of the disease. Occasionally 
plasma cells and eosinophils are encountered. 


6. In the later stages, granuloma annulare resembles histologically 


the juxta-articular and rheumatoid nodules in certain cases except with 


respect to the vascular changes found in the latter. 


31. Dawson, M. H., and Boots, R. H.: Subcutaneous Nodules in Rheumatoid 
(Chronic Infectious) Arthritis, J. A. M. A. 95:1894 (Dec. 20) 1930. 
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ABSTRACT OF DISCUSSION 


G. S. WittiamMson, Ottawa, Ont.: Drs. Goodman and Ketron have con- 


d principally two phases of granuloma annulare: (1) its diverse clinical 


estations, ranging from a mild erythema to widely disseminated graruloma- 
esions, which are well illustrated in the two cases presented, and (2) the 
iwic aspects. In spite of the diversity of clinical manifestations the histo- 
appearances are, in their opinion, pathognomonic in all stages. This is in 
-ed contrast to the cellular response in other granulomas, in which the early 
ve is frequently nonspecific, bearing no relation to the picture that eventuates. 
mment has been made on the etiologic factors. As stated by Dr. Michael 
is recent review of the subject, the moot point ranges around its possible 
rculous causation. This possibility was suggested more than twenty-five 
rs ago by Brocq and Graham Little, because of their observation of a tuber- 

id structure. 
lo arrive at any conclusion as to the etiology on clinical and histologic evi- 
dence alone appears to be an impossibility at this time. As is well known, all chronic 


ranulomas have forms that resemble each other so closely that they may be 


clinically and histologically indistinguishable. As shown by Kyrle in his study 

sarcoids, the first response of the tissues to the tubercle bacillus is nonspecific, 
the pathologic picture changing to that of the sarcoid during the evolution of the 
lesion and as organisms are killed. Drs. Goodman and Ketron have shown that 
the pathologic character of granuloma annulare depends, as in sarcoids, to a large 
extent on the stage of development at which the biopsy is made. 

From evidence at hand it seems that no one etiologic agent is responsible for 
granuloma annulare. In many cases there is strong evidence that the condition is 
tuberculous. This evidence consists of transitional forms from granuloma annulare 
to sarcoids and tuberculids and the coexistence of true tuberculoderma. Such cases 
have been reported by Grutz and more recently by Pinkus. 

Further, the Jadassohn school tends to place granuloma annulare in the group 
of anergic tuberculodermas together with sarcoids, lupus pernio and the like. This 
is done because of the frequent occurrence of negative reactions to tuberculin in 
cases of granuloma annulare. These investigators admit, however, that many 
more cases must be studied by quantitative tuberculin tests before the tuberculin 
anergy in this disease can be proved. 

Histologic and clinical studies will not be sufficient to enable one to arrive at a 
conclusion as to the nature of the causative agent or agents in granuloma annulare; 
they will have to be supplemented by careful immunologic investigations, in par- 
ticular, quantitative tests. 

Such studies should eventually enable one to decide whether or not granuloma 
nnulare is to be classified with the anergic tuberculodermas or with the so-called 
toxic erythemas. 

Dr. A. W. StTILLiaNns, Chicago: I am disappointed that the authors did not find 
the histologic features that were brought out by Drs. Weidman and Besancon 
in their article of some years ago, because I wish that the identity of erythema 
elevatum diutinum and granuloma annulare could be fixed. I am _ interested 
because two of my cases, one that I reported in 1919 and one that I have seen 
recently, were both examples of the erythema elevatum type with multiple nodules 
in the skin. One of the patients had, in addition, subcutaneous nodules. The 
patients were both young women. One had arthritis. In both the lesions had 
the typical histologic appearance of granuloma annulare. 
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Dr. JEFFREY C. MicHAeEL, Houston, Texas: In the series of cases of granu 
annulare that formed the basis of a paper which I published about a year 
there were two cases in which the histologic picture was similar to that s| 
by the essayists. In other words, the granulomas did not show the zone of ne 
surrounded by an area of infiltration but presented a_ scattered infiltratio 
lymphocytic and epithelioid cells with small areas of collagenous degenera 
The authors’ work, therefore, clears up some of the observations that puzzled n 
my study. Their work shows that the clinical diagnosis of granuloma annular 
compatible with a histologic picture of a type different from that usually accept 
as characteristic. 

In the two cases in which there was an absence of the characteristic necrotic 
zone the clinical features were absolutely classic, whereas in the cases which Drs 
Goodman and Ketron showed the specimens were taken from areas that were not 
clinically typical. I believe that three histologic pictures may be observed in 
granuloma annulare, namely, the typical necrotic zone, the tuberculoid lesion and 
the scattered collagenous degeneration with irregularly distributed infiltrating 
cells. 

Dr. Lioyp W. Ketron, Baltimore: We made no attempt in our paper to 
interpret the histologic observations from the standpoint of the etiology of the 
disease. I doubt that the histologic character has anything to do with tuberculosis. 
The unique pathologic picture does not seem to be primarily that of an inflam- 
matory reaction but that of a degeneration of the connective tissue associated at 
first with a mild reaction on the part of the fixed tissue cells. This is an entirely 
different pathologic process from that seen in any form of tuberculosis with which 
we are acquainted. The later stages of granuloma annulare, however, may resem- 


ble erythema induratum in some cases as well as the other nodular conditions 
mentioned by Dr. Goodman. It should be emphasized that the study of a con- 
siderable number of sections may be necessary to bring out the important histologic 


features. If this is done the characteristic changes that we have found in our 
material may be demonstrated in all cases of the disease. 








CUTANEOUS TAGS OF THE NECK 


H. J. TEMPLETON, M.D. 


OAKLAND, CALIF. 


For some time I have been removing tiny tags of skin from the 
necks of middle-aged women without having an accurate idea as to 
their proper nosologic classification. Secause of my uncertainty in 
regard to this I have discussed the question with a number of my der- 
matologic confreres both in this country and abroad, only to find that 


they are apparently in the same quandary. The lesions have been looked 


by some persons as soft fibromas, by some as common, plane or 
itate warts and by others as a manifestation of Recklinghausen’s 


1 
aig 
bis 


disease. One colleague stated that for many years he had looked on 
them as fibromas but that he had recently come to regard them as warts. 
Faced with this uncertainty, I reviewed the texts and current literature 
available and found practically nothing on the subject. This, then, is 
my excuse for discussing lesions which are so tiny, so benign and so 
insignificant except from the cosmetic standpoint. 


CLINICAL DESCRIPTION 
The lesions begin as tiny flesh-colored papules ranging in size from 
that of a pinpoint to that of a pinhead, which can be seen only when 
the light strikes them from the proper angle. They occur almost 
invariably on the necks of middle-aged women, being most common on 
the lateral and anterior aspects, occasionally appearing on the chest. 
They vary in number from a few to hundreds (fig. 1). While most 
of them remain as papules about a millimeter in diameter, a moderate 
number grow to the height of 1 or 2 mm. and exist as pedunculated fili- 
form tags. In general they retain the normal color of the skin, but a 
few become slightly darker. No subjective symptoms are produced. 
Possibly because of an insufficient period of observation I have not 
noted a tendency for these lesions to disappear spontaneously. On the 
other hand, they do not tend to grow to the size attained by the tumors 
seen in cases of Recklinghausen’s disease. Rarely do they grow to a 
width or height greater than a few millimeters. My patients desired 
their removal only because of their being minor blemishes. 
Read at the Fifty-Eighth Annual Meeting of the American Dermatological 
\ssociation, Inc., White Sulphur Springs, W. Va., May 4, 1935. 
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Fig. 1—Cutaneous tags of the neck, showing papules, sessile papules and 
pedunculated lesions. 
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HISTORY 


one dermatologist suggested that these lesions might have been 
ed long ago under the name akrochordon, I reviewed the his- 
references in Jadassohn’s “Handbuch.” ' It is difficult to 
just what the ancient writers were describing under terms which 
w obsolete. Beginning with Hippocrates, many of the ancients, 
ling Dioskurides, Galen, Orebiasis and Celsus, spoke of akrochor- 
yriekiai and thymion. It is only under the first classification 
he cutaneous lesions of the neck that I describe could fall, for the 
hymion and myrmekiai evidently referred to flat lesions with a 
base, such as verruca vulgaris, verruca plana and clavus. On 
ther hand, the term akrochordon apparently referred to peduncu- 
lesions. It has been translated by German students of medical 


history as gestielte Warzen, pedunculated warts. 


In 1887 Taylor * discussed the term akrochordon in a paper dealing 


with molluscum fibrosum. He stated that there was the closest rela- 
tionship between molluscum fibrosum and the little warty outshoots of 
the skin called by various authors akrochordon, weiche Warzsen or 
cellular tissue polypi (Forster). However, in none of his references 
to molluscum fibrosum or akrochordon did Taylor mention lesions 
occurring on the neck. He stated: “. . . Today we are really not 
clearer, if as clear, in our differentiation of the various interdepending 
forms of warty cutaneous outgrowths as was dermatology in the time 
of Penck in 1783 
Modern textbooks make few references to akrochordon. Stelwagon 

spoke of akrochordon or fibroma simplex as applying to small, pendulous 
pedunculated sacs on the skin of those of advancing years. He made 
no reference to the lesions occurring on the neck. Sutton‘? gave the 
term akrochordon as a synonym for molluscum fibrosum. Ormsby ° 
referred to the term akrochordon as applying to fibromas occurring on 
the neck and face and between the shoulders, chiefly in elderly people. 
This is the one reference I found to a term which might include the 


lesions I am describing. 
1. Jadassohn, J.: Handbuch der Haut- und Geschlechtskrankheiten, Berlin, 
is Springer, 1928, vol. 14, pt. 2. 
2. Taylor, R. W.: On the Mode of Development and Course of Molluscum 
um and on the Question of Its Relationship to Acrochordon and Other 


{ 


neous Outshoots, J. Cutan. & Genito-Urin. Dis. 5:41 (Feb.) 1887. 
Stelwagon, Henry W.: Diseases of the Skin, ed. 8, Philadelphia, W. B. 
Saunders Company, 1918, p. 728. 
4. Sutton, Richard L.: Diseases of the Skin, ed. 8, St. Louis, C. V. Mosby 
ny, 1931, p. 691. 
5. Ormsby, Oliver S.: Diseases of the Skin, ed. 3, Philadelphia, Lea & Febiger, 


Zé Dp 604. 
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From a review of the historical and recent references I am led to 
believe that akrochordon was a loosely used term which included varioys 
pedunculated lesions of the skin, such as digitate warts and molluscun 
fibrosum. It does not seem that it particularly referred to the peduncy- 
lated and nonpedunculated lesions peculiar to the necks of middle-aged 
women. 

CLINICAL OBSERVATIONS 

Thinking that possibly the high incidence in middle-aged women 
might be more apparent than real owing to their interest in personal 
appearance, I searched for similar tags on younger women without 
finding any. I also examined the necks of the inmates of a home for 
aged women. Among them I found two examples of the disorder. ( ’ne 
of the patients was 71 years old and the other 77. Three other women, 
aged 58, 58 and 59 years, respectively, presented lesions. All of the 
last three dated the onset vaguely as between the ages of 40 and 50. In 
a home for aged men two cases were discovered. Twenty-three women 


past the fifth month of pregnancy and varying in age from 15 to 24 


years of age were examined, but on none could lesions be found. The 
findings conformed to my opinion that this disorder is largely one 
peculiar to women of middle age. 

As it has been suggested that this disorder might be related to 
Recklinghausen’s disease, I examined many patients with this disorder, 
without finding a single example of neurofibromatosis of the trunk. 


Experimental and Histopathologic Studies—In order to study the question of 
whether or not these tags were true warts, I snipped off a number of pedunculated 
lesions from three patients and made an extract in physiologic solution of sodium 
chloride. This was put through a Berkefeld filter, and the unheated filtrate was 
injected intradermally into the skin of five volunteers. Eighteen months later 
warts had not developed at the sites of inoculation. 

Both sessile papules and pedunculated tags were removed for microscopic 
examination. A section (low magnification) of one of the papules (fig. 2) showed 
the earliest stage of the process, which is a thickening of the stratum squamosum, 
acanthosis, without demonstrable changes in other layers of the epidermis or in 
the corium. No inflammatory changes were present. 

Pedunculated lesions from three patients were sectioned and_ stained with 
hematoxylin and eosin, Van Gieson’s stain and Weigert’s elastic tissue stain. 
Under a low power lens (fig. 3) the section appeared to be a pedunculated excres- 
cence of skin, showing only some acanthosis and a loose spongy corium. When 
examined under a high power lens (fig. 4) the stratum corneum was found to be 
extremely thin except in the follicular orifices, where some plugging was noted. 
It was torn loose in places. There was no evidence of parakeratosis. The granu- 
lar layer was not visible in many areas and was limited to a single layer of cells 
in other areas. The stratum squamosum was widened, showing some acanthosis. 
The cells of this layer were, in general, normal. There were a few areas showing 
slight intracellular and extracellular edema. The basal layer, although clearly 
defined, did not show as characteristic a palisade arrangement as is usually seen. 
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Fig. 2—Photomicrograph of a beginning papule, showing the earliest change, 
acanthosis and follicular plugging. 











Fig. 3—Photomicrograph of a pedunculated lesion. 
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Fig. 4—Photomicrograph of a pedunculated lesion. Note the absence 
inflammation. 














Fig. 5.—Photomicrograph of a pedunculated lesion (Weigert’s elastic tissue 
stain). 
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jllary, subpapillary and reticular layers of the corium were similar in 
to those of normal skin, except that the loose, spongy areolar arrange- 
the fibers was noticeable. In many sections the papillae were wider and 
an normal. There was also a noteworthy prominence of blood and lymph 
The vessels of some of the papillae were dilated and engorged with 
[he core of the pedunculated tag, corresponding to the pars reticularis, 
tremely spongy, apparently consisting largely of lymph spaces. There were 
isses of cells indicating inflammation anywhere in the section. The section 
d with Weigert’s elastic tissue stain (fig. 5) showed a marked decrease 
nning of elastic tissue fibers. No neurofibromatous tissue could be demon- 


with the Van Gieson stain. 


(he microscopic observations demonstrated clearly that the tags are 
fibromas in the narrow sense of the term, meaning that fibromas 
are tumors of fibrous tissue origin. Moreover, the negative results with 
the Van Gieson stain speak against their arising from nerve tissue and 


constituting a sign of Recklinghausen’s disease. 


ETIOLOGY 


It is interesting to speculate on the possible relationship existing 
between these cutaneous tags of the neck and the disorder described by 
Brickner ° in 1906 and 1912 as fibroma molluscum gravidarum. His 
description of tiny excrescences which he had observed on the necks of 

number of pregnant women is almost identical with my description 
of the tags occurring on the necks of women who have reached the 
menopause. The photograph on page 241 of his article could well pass 
as one of the lesions which I am describing. The same remark holds 
true of his description and photomicrograph showing the histopathologic 
condition. 

Speculation on the possible relationship between these two disorders 
would seem to be especially apropos in view of recently acquired 
knowledge in regard to the ovarian and the gonadotropic hormones. 
One of the gonadotropic hormones is an ectodermal stimulant, as judged 
by its action on tissue cultures of chick embryo.‘ It is known that in 
the two conditions, viz., pregnancy and the menopause, in which tags 
of skin of the neck occur, there exist in the urine certain hormones 
which are common to the two conditions. Thus, Aschheim* recently 
stated that certain identical ovarian follicular reactions take place in 
6. Brickner, Samuel M.: Fibroma Molluscum Gravidarum, Am. J. Dermat. 
& Genito-Urin. Dis. 16:240 (Jan.) 1912. 

7. Evans, H. M.; Simpson, M. E.; Meyer, C., and Reichert: Treatment of 
Normal and Achondroplastic Dogs with Growth Hormone, in Evans, H. M., and 
hers: Growth and Gonad-Stimulating Hormones of the Anterior Hypophysis, 
Memoirs of the University of California, Berkeley, Calif. University of California 
Press, 1933, vol. 11, p. 425. 

8. Aschheim, Selmar: Pregnancy Tests, J. A. M. A. 104:1324 (April 13) 
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experimental animals after the injection of the urine of pregnant women 
or of women who have reached the menopause. It is alluring to atiempt 
to link such evidence of hormone action common to the two conditions to 
the occurrence of apparently identical cutaneous tags both during preg- 
nancy and after the menopause. But this remains, so far, only in the 
realm of theory. 

DIFFERENTIAL DIAGNOSIS 

Cutaneous tags of the neck need to be differentiated from digitat, 
warts and molluscum fibrosum. Digitate warts frequently resemble 
cutaneous tags, but when one searches closely one often finds here and 
there among the digitate warts a few common warts typical of verruca 
vulgaris. The early sessile papules which precede the cutaneous tags 
may suggest verruca plana, but they are dome-shaped and lack the 
flat-topped characteristic appearance of the latter. Cutaneous tags also 
differ from warts in that they do not yield to conservative treatment, 
such as ointments and roentgen radiation, which are curative in a certain 
percentage of cases of true warts. I have shown that cutaneous tags 
cannot be produced by inoculation of extract on the skin of human 
beings, as can be done with warts. 

Cutaneous tags of the neck differ from the lesions of molluscum 
fibrosum in distribution, size, clinical appearance and _ histopathologic 
picture. The lesions of molluscum fibrosum are most frequently seen 
on the trunk, while cutaneous tags are practically always limited to the 
neck. The lesions of molluscum fibrosum vary in size from that of 
a black pinhead to that of a pea or a walnut and up to that of a huge 
pendulous tumor. Cutaneous tags of the neck, however, are only a few 
millimeters broad or high. They never attain great size. For this 
reason they never present the appearance of an empty sac as do the 
lesions of molluscum fibrosum. Nor are café au lait spots associated 
with them. Histopathologically, cutaneous tags of the neck show a 
relatively simple outgrowth or excrescence of epidermis and corium, 
while the lesions of molluscum fibrosum show a typical growth of neuro- 


fibromatous tissue in the corium. 


TREATMENT 
I have found that the best treatment is to destroy each lesion with 


a very fine electrodesiccating spark. 


NOMENCLATURE 


The old term akrochordon, referring so indefinitely to pedunculated 


warty growths in general, is now so obsolete as to render its resurrection 


unjustifiable as far as the cutaneous lesions I am describing are con- 
cerned. Because the lesions have obsolutely no relationship with true 
warts, they cannot be classified under the heading of verrucae. 
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ey are not fibromas in the strict sense of being tumors arising 
fibroblasts, nor can they be regarded, for reasons which I have 

_as a variety of molluscum fibrosum. 
these tags are merely excrescences or outshoots of relatively 
normal skin, I suggest the name cutaneous tags of the neck. It is 
my belief that they constitute an entity apart from warts and fibromas. 
It is suggested that they may be caused by hormonal changes of the 


menopause and are closely related etiologically to a similar condition on 


the necks of pregnant women. 


ABSTRACT OF DISCUSSION 

Dr. SigMuND PoLtitzER, New York: It is about thirty years since the late 
Dr. S. M. Brickner, a gynecologist in New York, consulted me about the nature of 
similar growths. I told him I thought they were soft fibromas. There is no 
clinical evidence that they are warts. There is no thickening or hypertrophy of 
the horny layer. The tags occur frequently on the necks of middle-aged women. 
[ have no statistics on the subject, but I suppose that if the necks were examined 
10 per cent of women, in this part of the world anyway, would be found to have 
some of these little tags. The tags are more common in pregnant women, and on 
account of this Dr. Brickner consulted me. In a paper I read before the New 
York Academy of Medicine twenty years ago, entitled the “Dermatoses of Preg- 
nancy,” this condition was included. The lesions are of no importance, and the 
dermatologist is seldom consulted about them unless for cosmetic reasons. I am 
convinced from their relatively frequent occurrence during pregnancy and their 
prompt spontaneous disappearance following the termination of pregnancy that 
they are truly a dermatosis of pregnancy, due to some hormonal disturbance, and 
that a similar disturbance may take place at the menopause. That they never 
occur in men, that they are related to changes in the sex organs and that they are 
associated with hormonal disturbance is obvious. They are especially interesting 
hecause of their appearance during pregnancy and their spontaneous disappear- 
ance after termination of that condition. 

\s to treatment, the edges of the tag may be touched with any small heated 
point, and the tag will promptly disappear. Those that are pedunculated may be 
twisted off. If the tag is snipped off bleeding is likely to occur. The lesion is 
of no importance, and it is well to be able to reassure patients of this fact. 

Dr. WitttAM ALLEN Pusey, Chicago: The discussion of the names of these 
lesions has interested me, although I think it is not amiss to have them described 
as papillomas. I like that term because it indicates nothing of their etiology or 
their origin, and I think that the term may be used appropriately. 

| was also interested to learn that they are associated with hormones occurring 
in females. The only difficulty with that hypothesis is that the tags occur on men, 
and if there is any discussion about that I can demonstrate one on my neck and 
another in the axilla. They are, I believe, related to senile degeneration of the skin 
and are one of the many manifestations that occasionally occur indicating that the 
skin is showing the effects of age and long use. It seems to me that this is an 
adequate explanation, for they are associated with local causes that produce other 
legenerative lesions on the skin, such as senile keratoses and senile warts, and it 
is rather far-fetched to seek a cause for them in hypothetical changes produced 


by the “female hormones” even in men. 
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Dr. GrorGE Mitter MacKer, New York: I believe that there are ty 
of lesions that occur commonly on the lateral and anterior surfaces of th 
of women between the ages of 30 and 60. They occur also on the chest and 
axillae. 30th types may be very numerous. One type is described 
Templeton. It begins as a tiny flat papule which later becomes more eleyat 
umbilicated, forming a tag. The other type is also a tiny papule, whic 
remain tiny or which occasionally may reach the size of a split pea. It do 
become globular or pedunculated. It remains flat always. This type looks 
what like a keratosis. 

Dr. Liroyp W. Ketron, Baltimore: I have examined some of these tum 
histologically. One usually observes on the neck, frequently mixed together, 
types of lesions: the small flat ones, which are early seborrheic keratoses 
larger filiform tags, which resemble hernia-like outgrowths of normal skit 
impression was that Dr. Templeton’s lantern slides showed both conditio: 
like the first title of his paper, “Papilloma Colli,” better than the one which | 
been substituted, because it is preferable from the standpoint of indexing. 

Dr. S1iGMuND PottitzErR, New York: In reply to Dr. Pusey’s remarks, 
wish to say that I realize that I went too far in saying that these growths do not 
occur on men. They do, but rarely and in small numbers, whereas on womer 
one often sees scores of them and on pregnant women they may be present 
enormous numbers. The essential point is that they disappear with the termina 
tion of pregnancy. 

Dr. SAMUEL Ayres Jr., Los Angeles: I have been interested in these litt! 
growths and have been calling them multiple pigmented verrucae of the neck, whic! 
is probably incorrect, for many show fibromatous structure. 1 have observed that 
they usually occur on women of middle age, and in several cases they occurre: 
following acute inflammation of the neck. Dermatologists are cognizant of 
fact that women frequently have acute eczematoid or lichenoid eruptions on the 
sides of the neck in which it is impossible to establish a definite history of contact 
to account for the condition. I wonder whether some of these erythematous eruj 
tions of the neck in women may not also be associated with a hormonal distur 
bance. 

Dr. Paut E. Becuet, New York: Dr. Templeton is to be congratulated for 
his clear and concise description of a dermatosis so commonly observed by derma 
tologists and, probably because of its frequency, so little commented on. Th 
destruction of the lesions is easy, but what is not so easy but is, in fact, most 
difficult, is to eliminate them entirely. Even thorough destruction of the visibl 
lesions is followed by the appearance of new ones. I have frequently been abl 
to effect a cure by the prolonged and continuous application of a keratolytic oint- 
ment in a base of hydrous wool fat. Salicylic acid, sulfur and resorcinol have 
proved most valuable. The ointment is of course applied after the destruction ot 
the papillomas. 

Dr. Frep Wisz, New York: I wish to call attention to the fact that nucha 
refers to the back of the neck only. The name should be papilloma colli. 


Dr. E. B. Tauser, Cincinnati: It has been said that the lesions occur 0! 


persons in middle life. If one accepts the statement that human beings live to be 


100 years old, that conclusion may be all right, but if the biblical age of 70 years 
is to be accepted, they occur long past middle age. 

A clinical observation of mine has been that the tags occur more often in 
brunettes than in blonds and usually on a skin that is more oily than dry. 
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H. H. Hazen, Washington, D. C.: For years I have observed a case 
se lesions on the leg of a youth, a medical student, but with none on the 


H. J. Tempreton, Oakland, Calif.: I have seen these lesions on men but 


that such an occurrence is rare. I stated that they are possibly due to 
nal changes; the fact that they have occurred on men would not invalidate 


heory, for there are certain gonadal changes in men which are analogous 


menopause in women. 

to there being various types of these lesions, I think that is likewise true. 
are not two types but three: a papule that is barely elevated, a papule that 
ader and definitely of a sessile type and the pedunculated type. I believe 
these are merely transitional stages of the same basic process. 

regard to the introduction of new terms, I am willing to accept the sugges- 
hat these tags be called papillomas, provided it is done with the full knowledge 
they are not true papillomas in the sense of being tumors of papillary origin. 
ould also like to point out that in choosing the term cutaneous tags of the 
I did not abandon an clder term, for none has been generally used or 

epted. 

Dr. Bechet’s idea of preventing recurrences by removing the small new ones 
th a keratolytic ointment is excellent, and I shall be glad to try it. 

[ cannot confirm or deny Dr. Tauber’s observation that these tags occur more 


quently on brunettes. 





CICATRIZING MORPHEA WITH ANKYLOSING 
ARTHRITIS AND OSTEOBLASTIC CHANGE 
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The term morphea ' was used as an appellation for areas of leuko- 
derma and maculo-anesthetic leprosy in the seventeenth and early 
eighteenth centuries. Erasmus Wilson was the first to restrict the term 


to plaques of tallow-like hardening of the skin, which he believed were 


From the Dermatologic Service, Children’s Hospital. 

Read at the Fifty-Eighth Annual Meeting of the American Dermatological 
Association, Inc., White Sulphur Springs, W. Va., May 2, 1935. 

1. The Latin translators of the Arabic medical texts in the eleventh and 
twelfth centuries were the first to use the word morphea, a Greek word meaning 
form or shape, which they employed for the disease of the skin known to the 


known 


Arabs as albohak. This disease was considered the same as the disease 
to the Greeks as alphos or lepra alphos, which was probably psoriasis. The Greeks 
used the word lepros as a generic name for rough, scaling cutaneous diseases, 
and lepra alphos for a whitish, scaling cutaneous disease, psoriasis; the latter was 
unfortunately translated into the early Latin medical texts as morphoea, an error 
that led to much confusion. Prior to the general adoption of Willan’s term 
psoriasis, as it is used today, this disease was designated as lepra, alphos, and 
lepra alphos and popularly as dry scaly tetter. Willan chose the modern term 
psoriasis from the Greek word psora, from which is derived our lay word sore. 
The Greek word psora and the ancient Hebrew word stharath meant any disease 
of the skin; so they are undoubtedly similar in meaning, as they are phonetically. 
The Jlepra leuke of the Greek texts was probably maculo-anesthetic leprosy 
and leukoderma. Nodular leprosy was grouped under elephantiasis by the Greeks 
while leukoderma was often called simply /euke, the albaras of the Arabians. The 
ancient Hebrews probably used the word Jovan (white) for what is known 
today as maculo-anesthetic leprosy. Hippocrates considered alphos (psoriasis) to 
be a blemish and not a disease and said that /euke (leprosy) was anesthetic and 
incurable. Celsus grouped both alphos and leuke under the generic title vitiligo. 
The error of the Latin translators of the Arabic texts in choosing the word 
morphoea for what was probably called psoriasis by the Greeks was soon dis- 
covered and corrected, the term morphea being applied from the fifteenth to the 
early part of the eighteenth century to leukoderma and maculo-anesthetic leprosy, 
the latter also being known as morphew. Thomas Addison erred in describing 
circumscribed scleroderma as keloid (On the Keloid of Alibert and the True 
Keloid, Med.-Chir. Tr., London 37:27, 1854); so the synonym “Addison’s keloid” 
is wholly inappropriate for morphea. 
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| evidences of true leprosy,” distinguishing two types, morphoea 
irdacea and morphoea alba atrophica. 
earliest reported case of generalized hardening of the skin 
e described by Carlo Curzio ** in 1753 as an instance of ichthyosis 
which occurred in a patient at his clinic in the Royal Hospital 
Incurables at Naples. This case was reported in English 
villiam and Robert Watson * in 1754, the latter having seen Curzio’s 
nt. Curzio’s monograph was translated into French *” in 1755. 
an had never observed generalized scleroderma, but he referred to 
io’s case in his textbook on cutaneous diseases (1808) under 


ichthyosis cornea. In 1817 Alibert® described generalized hardening 


of the skin as sclerema or scleriasis and circumscribed hardening as 
sclerema circumscriptum. Later Wilson described the generalized type 
as sclerosis corii or sclerosis dermatos. Thirial’s® publication in 1845 

sclerema adultorum aroused widespread interest in this disease, 
and in 1847 Gintrac* of Bordeaux proposed the name _ scleroderma. 
Fagge * emphasized the clinical resemblance of morphea to generalized 
scleroderma in 1867, and from this time morphea was more and more 
recognized as a circumscribed form of scleroderma. Most writers now 
concede that white spot disease, or lichen albus of Zumbusch, is a 
minute multiple superficial variety of scleroderma circumscriptum, which 
Wise ® designated as morphoea plana. The similarity of morphea and 

2. Wilson, E.: Diseases of the Skin, seventh American edition, Philadelphia, 
Henry C. Lea, 1868, p. 585. 

3. Curzio, Carlo: (a) Discussioni anatomico-pratiche di un raro e stravagante 
morbo cutaneo in una giovane donna, felicemente curato in questo grande, Ospedale 
degl’ Incurabili, indirizzate dal chiarissimo signor abate Nollet, Naples, presso G. 


di Simone, 1753. (b) Dissertation anatomique et pratique sur une maladie de la 


peau, d'une espéce fort rare et fort singuliere, translated from the Italian by 
M. V., Paris, Vincent, 1755. 

4. Watson, W.: An Account of an Extraordinary Disease of the Skin, and 
Its Cure. Extracted from the Italian Carlo Curzio; Accompanied with a Letter 

the Abbe Nollet, F.R.S., to Mr. William Watson, F.R.S., by Robert Watson, 
M.D., F.R.S., Phil. Tr., London 48:579, 1754. 

5. Alibert, J. L.: Nosologie naturelle, Paris, Caille and Ravier, 1817, vol. 1, 
p. 494 

6. Thirial, H.: Du scléréme chez les adultes comparé au scléréme chez les 
nouveau-nés, J. de méd. de Paris 3:137, 1845. 

7. Gintrac, Ellie: Note sur la sclérodermie, Rey. méd.-chir. de Paris 2:263, 
1847 

8. Fagge, C. H.: Case of Diffused Scleriasis, Tr. Path. Soc. London 20:403, 
1868-1869. 

9. Wise, F.: Pigmented Atrophic Scleroderma, Arch. Dermat. & Syph. 22: 
120 (Jan.) 1930. 
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white spot disease was confirmed by Montgomery and Orm 
Petges '' and others. 

Scleroderma may be conveniently divided into three major clinical 
types: diffuse, circumscribed (morphea) and guttate scleroderma. he 
diffuse type is generalized or regional, involving either the entire 
cutaneous surface or a large portion of it, such as the skin of one or 
more extremity and a large portion of the trunk. Sellei'* stated that 
symmetrical progressive scleroderma of the face and extremities, which 
he aptly designated as acrosclerosis, is a distinct and separate process 
from diffuse or generalized scleroderma. The circumscribed type occurs 
as an encircling band about an extremity, as an elongated linear plaque 
on the trunk or in the long axis of an extremity, as a zoniform 
plaque in an area of skin supplied by a particular peripheral nerve 
or as single or multiple circumscribed rounded, oval or irregularly 
shaped plaques, varying from a few centimeters to several inches in 
diameter, on the trunk or extremities. The guttate or punctate type 
occurs as white spot disease or one of its variations and usually occurs 
about the neck and shoulders. 

Acrodermatitis chronica atrophicans has been described in associa- 
tion with scleroderma and is possibly a variant of the same process. 
Kanoky and Sutton '* reported a case of diffuse scleroderma with large 
areas of atrophic morphea in association with acrodermatitis chronica 
atrophicans. Sweitzer and Laymon ™* reported a case of acrodermatitis 
chronica atrophicans associated with scleroderma-like changes and 


atrophy of the bones. Scleroderma in association with Raynaud's 


phenomena was reported by White,’® Claude and Touchard* and 
Moutrier.17 The combination of diffuse and circumscribed lesions, 

10. Montgomery, F. H., and Ormsby, O. S.: White-Spot Disease (Morphea 
Guttata) and Lichen Planus Sclerosus et Atrophicus (a Clinical and Histological 
Study of Three Cases, with a Review of the Literature), J. Cutan. Dis. 25:1 
(Jan.) 1907. 

11. Petges. G.: Ann. de dermat. et syph. 4:415, 1913. 

12. Seliei, J.: The Diagnosis and Treatment of Scleroderma and Acrosclerosis 
Brit. J. Dermat. 46:523 (Dec.) 1934. 

13. Kanoky, J. P., and Sutton, R. L.: A Comparative Study of Acrodermatitis 
Chronica Atrophicans and Diffuse Scleroderma with Associated Morphea 
Atrophica, J. Cutan. Dis. 27:556 (Dec.) 1909, 

14. Sweitzer, S. E., and Laymon, C. W.: Acrodermatitis Chronica Atrophicans, 
Arch. Dermat. & Syph. 31:196 (Feb.) 1935. 

15. White, J. H.: Notes on a Case of Combined Scleroderma and Raynaud's 
Disease, Lancet 1:1136, 1896. 

16. Claude, R., and Touchard, P.: Maladie de Raynaud, sclérodermie et rheu- 
matisme chronique, Bull. et mém. Soc. méd. d. hop. de Paris 24:277 (March 15 
1907. 

17. Moutrier, J. P.: Syndrome de Maurice Raynaud et sclérodermie, Thése dt 
Paris, no. 301, 1910. 
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scleroderma, has been described by Duckworth '* and Stowers.'® 
derma and erythromelia of Pick, the primary phase of acroder- 
s chronica atrophicans, usually resolve in a cigaret-paper-like type 
rophy. Both diseases are occasionally accompanied by atrophic 
itis of rheumatoid type. 
\eber *° divided morpheiform scleroderma into three varieties—the 
nonest affecting only the skin, the next most frequent affecting the 
and subcutaneous tissue and the rarest affecting only the sub- 
taneous tissue with its fat. Sclerodermatous lesions occur more fre- 


ntly in women than in men, and the morpheic or circumscribed 


1 is encountered more frequently than the diffuse or the guttate 


type. The plaque of morphea is usually single, but multiple plaques 
do occur. A slight erythema and a tingling sensation at the involved 
site may precede the onset of induration ; in the early stage of induration 
this faint lilac-tinged erythema is often seen over the entire lesion, 
but it fades as the area becomes ivory white and remains just beyond 
the periphery of the plaque as a faint pastel shade of lilac or 
lavender. The plaque of morphea is usually chronic, enlarging very 
slowly and usually remaining stationary for a considerable length of 
time after attaining a definite size. Plaques eventually disappear, leaving 
the skin either normal or atrophic at the involved area. 

\cute plaques of morphea are rare and usually commence with a 
detinitely bright or dusky erythematous induration, which may be slightly 
elevated from edema in the epidermis and corium. They are frequently 
multiple and enlarge rapidly in all directions, often fusing with one or 
nore similar neighboring plaques. Multiple plaques may either fuse 
into larger lesions or remain discrete. The fusion of several plaques 
of morphea or the extension of a single lesion may progress to such a 
degree that the process virtually becomes a diffuse regional type of scle- 
roderma. The advancing border is often slightly elevated and of a 
peculiar bluish red, while the interior of the plaque is flat and faintly 
pink or violaceous, finally assuming the color of ivory. The older por- 
tions resolve into thin, soft atrophied tissue with smaller scattered areas 
of residual induration which eventually atrophy. 

Morphea in children occasionally has an acute and rapid evolution, 
differing markedly from the usual chronic and subacute course in adults. 
Because of the rarity of acute progressive morphea and extensive 
atrophying processes, the report of a case with involvement of the skin 


18. Duckworth, D.: Case of Scleroderma Adultorum Illustrating Circumscribed 
nd Diffuse Forms of Malady, Tr. Path. Soc. London 31:323, 1880. 

19. Stowers, J. H.: Mixed Scleroderma, Brit. J. Dermat. 17:106, 1905. 

20. Weber, F. P., in discussion on Roxburgh, A. C.: Case of Morphoea with 

usual Degree of Atrophy, Brit. J. Dermat. 43:255 (May) 1931. 
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and subcutaneous tissue followed by cicatricial and smooth atrophy and 


associated with arthritis and an osteoblastic bridge across each hip joint 
in a child is presented. 
REPORT OF CASE 


Mary S., aged 6% years, was a girl of Polish parentage who lived 
poor home conditions. Her earlier history was not obtainable. In sixteen months 
there developed extensive areas of acute atrophying morphea of the skin and 
subcutaneous fat. Commencing on the left buttock, the condition spread rapidly 
until it involved the skin from the level of the sixth rib downward over the 
abdomen, flanks, lumbar region, buttocks and lower extremities to below the 
right knee and just above the left ankle. There were isolated lesions on the upper 








Fig. 1—Extensive morphea on the thighs and legs, showing margination 
on the left leg and temporary impetiginization. Fixed flexion was present in the 
hip and knee joints. 


extremities, shoulders and ankles. She had rheumatoid arthritis of many months’ 
duration with ankylosis of the hips, knees and ankles and fixed flexion at the 
hips and knees. 

The child had had good health until the age of 5 years, when there developed a 
tender erythematous infiltration in the skin of the left buttock a few centimeters 
from the anal orifice. This lesion was soon followed by the appearance of similar 
erythematous infiltrations on the flexor surface of the left forearm and in the left 
scapular area. At this time the joints were normal. The erythematous infiltration 
on the left buttock spread rapidly in all directions until it involved both buttocks, 
hips, flanks, inguinal regions, thighs and abdomen. The infiltrated skin was 
firm to the touch and assumed a waxy, tallow-white appearance. The advancing 
borders of the lesion were sharply defined, smooth, firm and slightly elevated, 
measuring from 1 to 2 cm. in width and a faint bluish-pink which faded into 
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re of tHe normal skin. The older portions became slightly depressed and 

| into a thin tissue-like atrophied skin with a peculiar soft chamois-like 

to the touch and a bluish-ivory color. The pilosebaceous follicles and the 

taneous fat were destroyed, and the areas were completely depigmented. Small 

te residual islands of scleroderma, measuring from 1 to 2 cm. in diameter, 

ned here and there in the area of diffuse atrophy for some time but eventually 

‘ied like the surrounding tissue. Within one year the process completely 

cled the trunk and thighs and had extended upward over the abdomen to the 

of the sixth rib, where it ceased suddenly, leaving an irregular wavy 

demarcation across the lower part of the chest, which contrasted markedly 

the normal skin. The infiltration over the abdomen, flanks, hips, buttocks and 

5 persisted for several months before resolving into fine, soft, smooth, 

nhied tissue. Five years later a grillelike reticulation of thick cordlike strands 
fibrous tissue had developed in the atrophic area on the trunk. 

\ few months after the onset of the cutaneous condition the patient complained 

of pain and tenderness in the hip, knee and ankle joints though there was neither 


Fig. 2—Cicatrization following extensive morphea. The photograph shows 
the demarcation between the normal and the atrophied skin across the thoracic 
region. Fixed flexion was present in the hip and knee joints. 


swelling nor sign of inflammation. She remained in bed at her home in unhygienic 
surroundings without proper care and nourishment, crying with pain if the hip or 
knee joints were moved. When she was admitted to the Children’s Hospital, the 
involvement was extending rapidly below the knees. The skin over the thighs 
was densely infiltrated with the ivory-white sclerodermatous process. On the 
right leg the advancing border ended horizontally just below the knee, and on 
the left leg it extended down the outer surface to the ankle. An irregularly rounded 
area of skin had been spared in the sacral region. The right antecubital space 


presented an infiltrated plaque measuring 3 by 6 cm. The flexor surface of the 
l 


eft elbow presented a large lesion, which extended until it completely encircled 

the arm from the deltoid region to the midforearm. On the posterior surface of the 

right shoulder there was a small atrophic plaque. On the dorsal surface of the 
it wrist there were three lesions, each measuring 1 cm. in diameter. The anterior 

rface of the right ankle presented an irregular plaque measuring 5 by 10 cm. 
the left ankle near the inner malleolus there was a plaque 2 cm. in diameter. In 
involved areas on the thighs and legs there developed mild secondary impetigini- 
on, Causing some itching, which disappeared promptly under treatment. 
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Microscopic section of the actively advancing portion above the outer su; 
of the left ankle showed marked thinning of the epidermis with complete abs 
of rete pegs, causing the basal line to be almost flat. The stratum corneum 
very thin, and the granular cells were only one or two layers deep. The 
cells were small, and many of the nuclei were fragmented and _pale-stai 
There was slight intracellular and intercellular edema. Follicle mouths 
absent. The papillary layer was completely obliterated, and the connective tissu. 
was markedly increased in width, stained poorly and showed many swollen bundles. 
There was an increase of fibroblasts in the lower portion of the corium. A pro- 
nounced exudation consisting of monocytes and lymphocytes with a few plasmo- 
cytes and an occasional polymorphonuclear leukocyte occurred about the blood 











Fig. 3—Anterior and posterior aspects of the trunk, arms and thighs aifter 
the morpheic process had ended in cicatricial atrophy. An island of normal skin 


was spared in the lumbosacral region. 


vessels. The blood vessels showed marked hyperplasia of the endothelial layer and 
an increase in the fibrous adventitia. Mild arteriosclerotic and phlebosclerotic 
changes produced narrowing of the lumens of the vessels. Endophlebitis as well 
as endarteritis was present. The areolar tissue was infiltrated with monocytes and 
lymphocytes and showed resorption to fibrous tissue in places. The hair follicles 
and sebaceous glands were absent, and there was only a trace of sweat glands and 
ducts. The elastic tissue was fragmented. Microscopic examination of the atrophic 
region revealed marked atrophy of the epidermis, with a thin degenerated granular 
layer and disorganization of the basal cells due to pressure. There was replacement 
fibrosis in the region of the corium and the subcutis compressing the small 
capillaries. The elastin was reduced and fragmented. Only traces of sweat 
glands were present, while the hair follicles, sebaceous glands and fat were 


destroyed. 
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teeth were normal except three which were carious and were later extracted. 
isils were large, congested and cryptic and were later removed. The abdomen 
rmal, and the liver and spleen were not palpable. The heart was normal, 

lungs showed no physical signs of tuberculosis although roentgenographic 
ation revealed diffuse peribronchial thickening. There was slight cervical 
ithy. The Mantoux tests with both human and bovine tuberculin were 
e with 1:500 and 1:1,000 dilutions. The Wassermann reaction of the 
was negative. On admission to the hospital there were 2,290,000 red blood 
per cubic millimeter of blood, with marked achromia, some anisocytosis, 
cytosis and polychromatophilia. The hemoglobin content was 27 per cent, 
the white blood cells numbered 8,500, with 56 per cent polymorphonuclear 
phils, 33 per cent lymphocytes, 9 per cent large mononuclears and 2 per 
osinophils. The cytologic picture of the blood became almost normal within 








Fig. 4.—Roentgenogram of the left hip joint, showing the thick bony bridge 
of extreme hardness which extended from the left great trochanter into the center 
f the acetabulum and dislocated the head of the femur outward and upward. 


a few months, so that on discharge from the hospital the red blood cells were 
4,500,000 per cubic millimeter and the hemoglobin content was 90 per cent. The 
urine showed a faint trace of albumin at times. The basal metabolism and the 
chemical composition of the blood were normal. During the first five months of 
the patient’s hospitalization the temperature varied between 98.2 and 100 F., the 
pulse rate averaged from 90 to 120 and the respiratory rate averaged 23 per minute. 

Roentgenograms of the hip joints showed that the head of the left femur was 
dislocated outward and upward, that a thick bony bridge had formed between the 
femur and the acetabulum and that bony ankylosis was present. The right hip 

int, though not dislocated, showed ankylosis and a bony bridge extending from 
the neck of the femur to the inferior ramus of the pubic bone. 

When she was admitted to the hospital both thighs were fixed in flexion at 
almost right angles to the hips, the left thigh was slightly adducted and movement 
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in the hip joints was almost absent. The legs were flexed at the knee joints 
angle of 70 degrees and were almost immovable because of ankylosis. The ; 
lature was soft and wasted from disuse. Dr. W. O. Markell found a thick bon, 
bridge of extreme hardness extending from the left great trochanter into the center 
of the acetabulum, dislocating the head of the femur upward, outward and slight}, 
posteriad. This bony bridge was chiseled away, and the head of the femur was 
replaced. Microscopic sections of the bony bridge were examined by Dr. Maude 
L. Menten, who reported a hyperplastic reaction with increase in the formation of 
bone in some areas and a decrease in medullary spaces with resorption of bone jn 
other areas. Many active osteoblasts as well as osteoclasts were present. In one 
area there were several collections of chronic inflammatory cells but no evidence 
of tuberculosis. In a few scattered areas small acute inflammatory foci were seen 
surrounding capillaries. The diagnosis was acute and chronic osteitis. The bony 
bridge in the right hip was removed, and the fixed flexions of the knees and hips 
were reduced by orthopedic measures. The child was able to walk with crutches 
after two years and finally without their aid. 

The cutaneous condition subsided completely twenty months after its onset, 
leaving a smooth, soft, pliable, thin atrophied tissue in the involved regions, with 
complete destruction of the pilosebaceous follicles, sweat glands and subcutaneous 
fat. The removal of the infected tonsils and of three teeth was considered con- 
tributory to recovery, as these were probably the actual source of the morpheic 
process and ankylosing arthritis. The arthritis was considered to be of rheumatoid 
type. 

COMMENT 

Little is known regarding the causation of scleroderma, but injury to 
nerve tissue and infection are the two most accepted factors. Injury 
to the central or peripheral, ganglionic and autonomic nervous systems 
from trauma, shock, exposure to cold, arsenical intoxication, intestinal 
toxemia, toxemia of pregnancy and infections, inducing trophoneurosis 
or angiotrophoneurosis, are causes which have been frequently suspected. 
Systemic infections from infected teeth and tonsils, foci of streptococcic 
infection, rheumatic fever, and syphilis inducing endarteritis and 
endophlebitis have evidently played a causative role in numerous 
instances. Scleroderma has occurred following scarlet fever, measles, 
erysipelas, diphtheria, influenza and pneumonia. It has frequently been 
thought to be caused by states of dysfunction of the thyroid (most 
common), parathyroid, suprarenal, pituitary or pineal gland, but whether 
the endocrinopathy was primary or due to an autonomic neurosis or a 
systemic toxicosis was not shown. Primary dysfunction of the endo- 
crine glands has been frequently implicated without sufficient evidence. 


Atrophic changes of the bones and joints are occasionally associated 
with both the generalized and the circumscribed form of scleroderma. 
Rarefying osteitis with actual atrophy of the bone and decalcification, 
affecting especially the small bones of the hands and feet and the joints 
of the extremities, have been noted. Areas of increased calcification 
and density of the bone in conjunction with rarefying processes may 
occur. The most frequent diseases of the joints are of the polyarticular 
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c rheumatoid type, with changes in the synovia and articular 
es. These changes evidently develop first in the synovial membrane 
(fect secondarily the bones and cartilages, which become rarefied 
nally atrophic. Arthritis frequently develops before the onset of 
derma as well as after its onset. 
drian and Roederer *! grouped the changes of the joints into three 
s: primary changes succeeded by scleroderma, changes occurring 
taneously with scleroderma and scleroderma with secondary involve- 
ment of the joints. These authors observed that changes in the joints 


appear to be confined mostly to women. Hyperplastic changes in the 


hone may precede the atrophying osteitis. Streatfield ** described a 
case of zoniform morphea involving the skin supplied by the ophthalmic 
and maxillary divisions of the trigeminal nerve in a patient with bony 
exostoses. Goldsmith ** reported a case of morpheic scleroderma involv- 
the tibial area of a woman with moderate osteo-arthritis of the lum- 


mo 
lis t 


bar vertebrae. A biopsy on material from the infiltrated area of the skin 
showed a tuberculous picture, but other evidence of tuberculous infection 
was absent. Castle 74 in an exhaustive review of the theories of the 
causation of scleroderma recorded changes of the joints in two of 
his own patients, one with the knees fixed in flexion at 160 degrees in 
association with thinning of the bones of the hands, feet and knees 
and another with the finger joints swollen and fixed in flexion. Ruete * 
reported a case of morphoea linearis with ulceration involving the pos- 
terior surface of the right leg, which was fixed in flexion at the knee 
but in which no changes of the bone were seen. Williams *° reported 
a case of remarkably mutilating regional scleroderma involving the 
left leg and foot of a girl, aged 12 years, with progressive atrophic 
changes in the bones of the leg and foot, the knee joint and foot bones 
showing marked absorption. The knee was fixed in flexion, and move- 
ment in the ankle and toes was limited. Calcareous deposits occurred 
in the patellar ligaments and achilles tendon. The onset had occurred 
five years previously, with a noninflammatory swelling of the left knee 

21. Adrian, C., and Roederer, J.: Arthropathies Occurring in Scleroderma, 
Ann. de dermat. et syph. 6:299, 341 and 395, 1920; abstr., Brit. J. Dermat. 33:72, 
1921. 

22. Streatfield, J. F.: A Case of Unilateral Morphea with Exostoses and 
Corneal Opacities, Tr. Clin. Soc. London 13:362, 1880. 

23. Goldsmith, W. N.: A Case of Clinical Morphea with Tuberculous Histology, 

J. Dermat. 41:226 (June) 1928. 

24. Castle, W. F.: The Endocrine Causation of Sclerodermia, Including 
Morphea, Brit. J. Dermat. 35:255 (July) ; 303 (Aug.-Sept.) 1923 (cases 4 and 10). 

25. Ruete, A.: Sclerodermia ulcerosa linearis, in Neisser, A., and Jacobi, E.: 

nographia dermatologica, Berlin, Urban & Schwarzenberg, 1914, vol. 7, p. 297. 

26. Williams, C. M.: A Case of Diffuse Scleroderma Presenting Unusual 


Features, Arch. Dermat. & Syph. 9:187 (Feb.) 1924. 
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resembling that seen in the early stage of acrodermatitis chroiicg 
atrophicans. Morpheic lesions developed simultaneously on the inner 
surface of the left ankle and knee and spread peripherally until! the 
entire cutaneous surface of the thigh, leg and foot was involved. 


SUMMARY 
A case of acute progressive morphea of the skin and subcutaneous 
tissue in a child is reported. The disease involved an extensive area 
from the level of the sixth rib downward over the abdomen, groins, 
buttocks and lower extremities, with isolated plaques on the upper 
extremities and ankles, and eventually resolved, leaving the skin smooth 


and atrophied, with interlacing cicatricial fibrous strands in some areas. 


The condition was associated with rheumatoid arthritis, ankylosis and 
a hyperplastic bony bridge in each hip joint. 


1202 Westinghouse Building. 


ABSTRACT OF DISCUSSION 

Dr. Eart D. Osporne, Buffalo: Dr. Crawford mentioned the calcium content 
of the blood in cases of scleroderma. I wish to call attention to an article by 
Leriche and Jung (Presse méd. 41:1041 [July 1] 1933). They reported the suc- 
cessful treatment of two patients with diffuse scleroderma by the administration 
cf 3 Gm. of ammonium chloride daily by mouth in combination with a ketogenic 
diet. A return to normal diet and discontinuing of the administration of ammonium 
chloride caused a marked flare-up in the sclerodermatous process, and further 
improvement occurred when the medication and the ketogenic diet were resumed 
The authors demonstrated that there was a marked increase in the elimination 
of the calcium in the urine under this regimen. 

During the past two months I have had the opportunity of observing a middle- 
aged woman with rapidly advancing scleroderma of the face, arms, neck, chest 
and thighs, who is receiving a ketogenic diet and ammonium chloride by mouth. 
There was marked relief from symptoms within twenty-four hours after the 
treatment was started. Cessation of the treatment caused an immediate return 
of the symptoms. The patient is now on a modified ketogenic diet and is receiy- 
ing 3 Gm. of ammonium chloride daily, with continuous improvement. 

Dr. Frep Wise, New York: Dr. Crawford has described a rare and interest- 
ing form of scleroderma accompanied by changes of the bones. The case is 
reminiscent of the case of scleroderma en bande which was described several 
years ago by Dr. Williams, in which the condition was associated with advanced 
changes in the osseous system. I should be inclined to call Dr. Crawford’s case 
one of diffuse scleroderma rather than one of morphea. 

In some cases this type of condition terminates in atrophy; in others it does 
not. In some instances anetoderma takes place in the later stages, while in others 
the skin becomes smooth, atrophic, glossy and pigmented. 

In acrodermatitis atrophicans, lesions which are clinically morphea and scle- 
roderma en bande sometimes occur. According to most German and Austrian 
writers, the histopathologic changes of these sclerous lesions are not identical with 
those of true scleroderma. Differences are stressed with regard to changes in 
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tica, the collagen and the vascular tissue in the two types of infiltrated 
In acrodermatitis atrophicans, morphea-like changes occur in tissue 
has already undergone atrophy, this differing from the course of events 
scleroderma. 
Sic6muND Po.uiirzerR, New York: The evidence of some disturbance in 
metabolism in association with scleroderma and morphea has long been 
but I think little attention has been paid to it. In old patches of scle- 
a it is not uncommon to find large areas that have become calcified. I 
paper before this body about twenty years ago describing a patient with 
lerma of long standing, in whom large deposits of calcified tissue developed 
cutis of the face, and as the epidermis broke down under pressure and 
persistent fistulas were produced. In one of these calcified patches there 
not only lime but actually a beginning formation of bone. I think that the 
of this on scleroderma lies in the fact that there is a definite disturbance 
calcium metabolism. I hope the paper by Dr. FE. L. Oliver will tell some- 
of the later effect of endocrine treatment in this disease. 
Marion B. SuLZBERGER, New York: I wish to cite the case of a patient 
Dr. Wise and I saw several years ago, a young girl, who was the patient 


a former associate of ours, Dr. Kerr. In that case there were cutaneous lesions 


similar to those in Dr. Crawford's case and in addition osteoporosis, as well as 
deposits of calcium in the muscle sheaths and in the subcutaneous tissues. These 
calcium tumors were thrown off as foreign bodies from time to time and came 
it with ulceration. A tumor of the parathyroid gland was found. This was 
removed, a little of the parathyroid tissue being left, and the patient has made a 
good recovery. 

Dr. STANLEY CRAWFORD, Pittsburgh: I appreciate the discussion and regret 
hat more is not known regarding the etiology of sclerodermatous processes. It 
seems possible that a systemic toxicosis may alter tissue metabolism and result 

a changed production of collagen from fibroblasts and an alteration in the 
formation of bone due to a disturbance in the function of osteoblasts. Wolbach 
(Am. J. Path. 9:689, 1933) showed that the formation of collagen is closely 
dependent on the presence of vitamin C. This leads me to believe that there 
may be a disturbance in the maintenance of the production of collagen due to 
a toxic state which causes its degeneration and produces the clinical condition 

scleroderma. I do not feel qualified to venture into the discussion of such 
possibilities. I am in agreement with Dr. Osborne as to the absence of definite 
disturbances in the calcium content of the blood in cases of scleroderma, although 
such alterations do occur in cases of disease of the parathyroid gland, in which 
there may be an associated cystic osteitis fibrosa. Dr. Wise rightly criticized the 
use of the term morphea in this case. There was considerable hesitancy on my 
part in considering the entire clinical picture as one of morphea, but I concluded that 
if a plaque of morphea may be several inches in diameter there is no reason 
why a plaque several feet in diameter may not occur. This case might be con- 
sidered as one of giant morphea in association with several smaller plaques. As 
scleroderma and acrodermatitis chronica atrophicans have been noted in associa- 
tion by several observers and as they are both atrophic processes, the etiologic 
mechanisms of the two may be similar. I am inclined to feel that there is an 
alteration in the metabolism of the fibroblastic cells from infection. As Dr. 
Sulzberger has stated, some cases of sclerodermatous processes have been reported 


in which there was osteoporosis. 
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Results in the treatment of various cutaneous diseases are frequently 
disappointing. Therapy of every description, even for the mildest cuta- 
neous conditions, is sometimes without effect. To indicate the difficulties 
encountered, reference need be made only to certain cases of localized 
dermatophytosis, which at times in the hands of all dermatologists have 
failed to respond. Similar discouragement is met also in the treatment 
of the more important group of dermatoses characterized by recurring 
generalized eruptions of long standing, with a history of having been 
treated by many practitioners or in various hospitals without definite 
improvement. Furthermore, a patient with such an eruption has usually 
been investigated from every possible angle without the slightest light 
being shed on the etiology. Tests of the blood, urine and metabolism, 
roentgen examinations for suspected areas of focal infection, biopsies, 
investigations for allergy and repeated physical examinations made by 
various specialists have given negative results regarding a suggestion 
for relieving an apparently otherwise healthy person of his cutaneous 
symptoms. 

Some patients show a decided improvement after hospitalization 
for a few weeks, with ordinary routine treatment, but have a relapse 


after they are discharged, some as early as after forty-eight hours, others 
after a few weeks. This fact has often pointed to some form of allergy 
as the underlying cause, but studies from this standpoint have been 
without result. In addition, on discharge from the hospital the patients 
have been sent to a convalescent home in the country instead of being 
returned to their usual environment. Even with these precautions the 
cutaneous manifestations have rapidly reappeared. It seemed, therefore, 
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we drastic measures were necessary in order to stimulate active 
logic response. Increased metabolic activity would bring about the 
ition of retained waste products, thereby influencing the cutaneous 
estations. To accomplish this, fever therapy seemed to be the 
promising procedure, as the favorable influence of an intercurrent 
_ such as that caused by pneumonia, on certain chronic cutaneous 
es has been known empirically for a long time. 
levation of the temperature of the body is produced by various 
‘dures. The biologic method, which depends on reactions to the 


injection of foreign proteins or micro-organisms, reached the height of 


its development in the injection of Plasmodium malariae. One of the 
first attempts to make use of physical means was with the sweat bath. 
Its employment for various diseases has been familiar for centuries, 
but its significance so far as the physiology of the sweat is concerned 
has been appreciated only during the past few years.‘ Such simple 
baths have been recommended recently also for cutaneous diseases. 
However, only temporary improvement has been reported.* A more 
effective method for cutaneous therapy, using the combination of fever 
and sweating, has been obtained with induced hyperpyrexia. 

The induction of hyperpyrexia has been recognized by many as a 
successful treatment for such diseases as paresis, gonorrhea, chronic 

1. (a) Talbert, G. A.: Effect of Work and Heat on the Hydrogen-Ion Con- 
centration of the Sweat, Am. J. Physiol. 50:433, 1919-1920; Further Studies 
n the Hydrogen-Ion Concentration of Human Sweat, ibid. 61:493, 1922. Talbert, 
G. A.; Silvers, S., and Johnson, W.: Simultaneous Study of the Constituents 
of the Sweat, Urine and Blood; also Gastric Acidity and Other Manifestations 
Resulting from Sweating: II. Total Nitrogen of Sweat and Urine, Total Non- 
Protein Nitrogen of Blood, ibid. 81:81, 1927. (b) Silvers, S.; Forster, W., and 
Talbert, G. A.: Simultaneous Study of the Constituents of the Sweat, Urine and 
Blood; also Gastric Acidity and Other Manifestations Resulting from Sweating ; 
VI. Sugar, ibid. 84:577, 1928. Haugen, C. O., and Talbert, G. A.: Simultaneous 
Study of the Constituents of the Sweat, Urine and Blood; also Gastric Acidity 
and Other Manifestations Resulting from Sweating: VII. Amino-Acids, ibid. 
85:224, 1928. Talbert, G. A.; Haugen, C. O.; Carpenter, R., and Bryant, J. E.: 
Simultaneous Study of the Constituents of the Sweat, Urine and Blood; also 
Gastric Acidity and Other Manifestations Resulting from Sweating: X. Basic 
Metals, ibid. 104:441, 1933. (c) Barney, Robert E.: Chemical Analysis of 
Sweat, J. A. M. A. 88:1373 (Oct. 31) 1925; 87:1827 (Nov. 27) 1926. (d) 
Marchionini, Alfred, and Ottenstein, Berta: Schwitzurticaria: Physikalisch- 
chemische Untersuchungen zur Pathogenese urticarieller Erkrankungen, Arch. f. 
Dermat. u. Syph. 163:61, 1931; Untersuchungen tber den physiologischen Wirk- 
ungsmechanismus von Schwitzbadern als Grundlage fiir ihre therapeutische 
\nwendung, Ztschr. f. d. ges. phys. Therap. 40:99, 1931. (¢) Bierman, William: 
Radiothermy, Arch. Phys. Therapy 13:389, 1932; The Effect of Hyperpyrexia 
Induced by Radiation upon the Leucocyte Count, Am. J. M. Sc. 187:545, 1934. 

2, Hermann, Franz, and First, Kurt: Ueber die Schweiss-sekretion und ihre 
Bedeutung bei Dermatosen, Dermat. Wehnschr. 88:397, 1929. Fiirst, Kurt: 
Das Pilokarpin in der Dermatologie, ibid. 87:1078, 1928. 
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arthritis, asthma, multiple sclerosis and peripheral circulatory distiy- 
bances.* Of its systematic use in the treatment of cutaneous diseases. 
however, little is known. Bierman '* mentioned temporary results with 
radiothermy in the treatment of psoriasis, scleroderma, Kaposi's sar- 
coma and mycosis fungoides. In their work on asthma, Feinberg, 
Osborne and Steinberg * reported improvement in a case of chronic urti- 
caria and in a case of chronic eczema following the use of high fre- 
quency therapy. In their opinion no definite statement was warranted 
concerning allergic conditions other than asthma. 

For the production of hyperpyrexia many prefer diathermy.’ Its 
disadvantage for cutaneous therapy lies in the fact that the electrodes 
are applied to the involved skin, occasionally resulting in burns. Others 
have recommended an apparatus employing the short wave. The latter, 
besides being expensive, operates by a complicated technic, and it also 
is not well suited for use in the treatment of cutaneous diseases because 
during the production of sweat electric arcs may occur. This led to a 
combination of the radio tube with the Kettering air-conditioned cab- 
inet,®° permitting the evaporation of the sweat to take place as soon 
as it is formed. For the work carried on by us and used as the 
basis for this report, the Clark hyperpyrexator, reported on first by 
Schmidt,’ was employed. It is a wooden cabinet containing saturated 
moist air and heated by infra-red rays produced by a coil resistance 
unit and reflected from below. The temperature is measured electrically 
and recorded as a curve automatically. The long waves absorbed from 
the surface of the skin produce direct stimulation of the integument, and, 
compared with other methods, this has a decided advantage for cutaneous 


therapy. There are no electrical contacts with the skin, eliminating the 


danger of burns, and the patient lies on a couch without a binder or 
covering, which is important, especially in cases of generalized moist 
dermatologic conditions. The dosage and control are simple: Sweating 
takes place rapidly and copiously in from thirty to forty minutes ; sweat 
may be collected easily for analysis from a rubber sheet beneath the 
patient, and the treatment may be terminated immediately if necessary. 


The treatment was carried out only on hospitalized patients. The cardiovas- 
cular system was carefully examined; patients over 55 or with high blood pressure, 
organic cardiac disease, fever, a hemorrhagic tendency or an acute cutaneous 

3. Schmidt, W. H.: Communication to the authors. 

4. Feinberg, Samuel M.; Osborne, S. L., and Steinberg, Meyer J.: Sustained 
Artificial Fever in the Treatment of Intractable Asthma, J. A. M. A. 99:801 
(Sept. 3) 1932. 

5. Neymann, Clarence A., and Osborne, S. L.: The Development of Hyper- 
pyrexia, Arch. Phys. Therapy 15:149, 1934. 

6. Symposium on Fever Therapy, Proc. Staff Meet., Mayo Clin. 10:193, 1935. 

7. Schmidt, William H.: Artificial Fever Therapy, Arch. Phys. Therapy 
14:281, 1933. 





ROSEN ET AL—HYPERPYREXIA IN) DERMATOSES 


disease were excluded. Women were not treated during the menstrual period. 
‘he presence of an experienced and well trained attendant is necessary. 

Patients are best treated in the morning, from two to three hours after a light 
breakfast. A treatment lasted from one to one and a half hours, seldom two, and 
the temperature was elevated to 103 and 104 F. by rectum. A more prolonged 
veriod of fever or higher temperature, such as is necessary in the treatment of 
tresis and gonorrhea, has no special value in the treatment of cutaneous diseases, 
with possible exceptions. In cases of dermatologic disorders, as will be suggested 

greater detail later, only a mild form of hyperpyrexia is desired, with stimula- 
on of the body functions and elimination of metabolic substances produced 
through sweating. In its application thus far no accident has occurred. During 
the first treatment the temperature was permitted to rise only to 102 or 103 F. 
(rectally) for one hour, with an increase subsequently according to the tolerance 
of the patient. Cyanosis, which was never encountered, would be an indication 
for immediate interruption of the treatment. The temperature: was taken by 
mouth and rectum every fifteen minutes, later every ten minutes. Cold compresses 
were applied to the head, outside the cabinet. The drinking of water, which 
increases the production of sweat but retards the rise of temperature, was per- 
mitted. The intake of too large quantities of water embarrassed the circulation, 
caused gastric irritability and gave rise to vomiting. At the end of the period 
of sweating the patient was usually restless, and there was a general feeling of 
discomfort. Sedatives were only occasionally necessary. 

With the termination of treatment the patient was wrapped in woolen blankets 
and placed in bed for several hours. The temperature gradually declined during 


the next few hours, except in a case of generalized psoriasis with no sweating and 


ick of thirst, in which the febrile reaction lasted until the following day. Treat- 
ments were given two or three times a week, not oftener, for an interval of two 
or three days was required for the chemical changes in the body and the blood 
to disappear. 

The clinical effect on the skin during treatment was that of distinct hyperemia. 
The skin became red, the arterial limb of the capillaries was dilated and the flow 
f blood was faster and was followed by general vascular dilatation. The sub- 
papillary plexus was visible on examination with the capillaroscope, indicating 
that the initial action was on the vascular system of the papillary bodies. After 
from thirty to forty-five minutes profuse sweat broke out over the entire body. 
With a magnifying glass, droplets were seen at the mouths of the sweat ducts, 
which by confluence formed large drops. Isolated formation of drops was espe- 
cially distinct when the tension of the surface of the skin was altered by the 
previous employment of ointments. 

Elevation of temperature and secretion of sweat were observed to be antag- 
onistic; that is, fever occurred only after perspiration was established, a proof 
of the temperature-regulating function of the secretion of sweat. By a reduction 
ot the secretion, as when the sweat pores were clogged with ointment or scales 
formed a mechanical bar to its escape (psoriasis) or after the injection of atropine 
or hypertonic saline solution,’ the temperature rose more quickly and the limits 
of safety were lowered, permitting the earlier appearance of untoward symptoms. 
Conversely, the ingestion of water increased the sweating but delayed the fever. 
\s the cutaneous manifestations improved, sweating also gradually increased. 

Local treatment was reduced to a minimum, and only the most bland medica- 
ments were used. After the completion of the course it was noted that in cases 


8. Walinski, Franz: Ueber 5-jahrige Erfahrungen mit Hyperthermie, 
Deutsche med. Wehnschr. 59:397, 1933; Med. Klin. 24:488, 1928. 
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in which the condition was resistant local therapy was much more effective on 
the altered skin, even in those areas not in the cabinet, namely, the head. This 
may be taken as proof that the treatment has a systemic and not a local action, 

In addition to several patients with normal skin, eighteen patients with chronic 
generalized recurring cutaneous diseases and one with syphilis were treated. The 
last-mentioned patient had a progressive destructive ulceration of the nose which 
was resistant to all forms of specific therapy but yielded to hyperpyrexia. (Of 
the patients with cutaneous disease, six had eczema, one seborrheic dermatitis, 
seven neurodermatitis, one urticaria, one psoriasis and two Duhring’s disease. In 
all the cases the disease had persisted for months or years, and various therapeutic 
measures had been employed. It was possible, therefore, to compare spontaneous 
regression and the effects of various forms of treatment with the results of hyper- 
pyrexia. The observations cover a period of about one year, and although the 
number of cases is relatively small, they furnish a basis for preliminary evaluation. 

To ascertain the nature of the metabolic response to fever therapy as regards 
biochemical changes, various analyses were carried out. The partitions of serum 
lipids and proteins were especially studied. Serum from blood taken before or 
during a rest period and at intervals after treatment was examined for the follow- 
ing values: total lipids, total cholesterol, free cholesterol, cholesterol esters, 
lecithin (phosphatide), albumin and globulin. The methods used were those pre- 
viously reported.2 In addition, the content of lactic acid was determined, with 
the procedure essentially that of Mendel and Goldscheider.1° The detailed figures 
are included with the reports of cases in the protocol, and a summary of all the 
data is contained in the table. 


The figures in the table indicate a few noteworthy changes: 1. After 
treatment the value for free cholesterol decreased in 81 per cent of the 
cases, the change for the greater number of the analyses ranging from 
—26 to —49 per cent. This extreme drop may indicate that in hyper- 
pyrexia, as in natural fever, the cholesterol is mobilized as a defensive 
factor. 2. The total cholesterol content did not vary so markedly; in 
40 per cent of the cases there was a decrease, and the largest decrease 
was —23 per cent. 3. The values for lecithin (phosphatide) decreased 
in only 33 per cent of the cases, the greatest decrease being —15 per 
cent. 4. There was much less change in the total content of lipids and 
in the values for lactic acid, albumin and globulin. The values for 


globulin were especially low in one case of psoriasis. 

The aforementioned results differed from those previously reported 
in that the total cholesterol content was decreased 10 per cent, and no 
other lipid fractions were studied. However, significant changes were 
reported for values for nitrogen, urea and creatinine, with increases of 


9. Rosen, Isadore; Krasnow, Frances, and Lyons, Morris A.: Lipid Partition 
and the Albumin-Globulin Ratio in Syphilis, Arch. Dermat. & Syph. 29:707 
(May) 1934. Greenberg, David M.: Colorimetric Determination of Serum Pro- 
teins, J. Biol. Chem. 82:545, 1929. 

10. Mendel, Bruno, and Goldscheider, Ingeborg: Eine kolorimetrische Mikro- 
methode zur quantitiven Bestimmung der Milchsdéure im Blut, Biochem. Ztschr. 


164:163, 1925. 
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10, 13 and 4 per cent, respectively." The explanation for the increase 
was attributed to greater concentration of the blood through a loss of 
water by sweating. Such changes in the blood occur irrespective of the 
method used for the production of fever, whether by high frequency 
treatment or by the external application of heat.’ 


Changes in Blood Chemistry After Hyperpyerxia 








Range of Percentage of Variations Percentage of 
Variation - “~ Ss Analyses 
from Partial Grand Showing 
Time Number Value Average Average Decrease from 
After of Before for Each for All Value Before 
Treatment Analyses Treatment Period Periods Treatment 
—6.6 to +27.0 +1.6 
—7.0 to + 4.0 —2.0 
+10.7 to + 26.7 +18.0 
—11.4.to +35.0 $2.5 
—23.4 to +20. 3.4 
—9.9 to +20. +5.0 
+14.0 to +53 
—19.0 to +3 


—14.9 to +5: 


15 min. 
30 min. 
90 min. 
18-48 hr. 


Total 15 min. 
cholesterol 80 min. 
90 min. 
18-48 hr. 


Cholesterol 15min. 
esters 30 min. 
90 min. 
18-48 hr. 


Free 15 min. 
cholesterol 30 min. 
(mg.) 90 min. 

18-48 hr. 


Free choles 15 min. 
terol as 30 min. 
percentage 90 min. 
of total 18-48 hr. 
cholesterol 
Lecithin 15 min. —15.0 to 
30 min. 9 —10.0 to + 
90 min. 3 +16.0 to +2 
18-48 hr. § +3.0 to +52 


Albumin 15 min, —6.4 to 
30 min. 
90 min. 
18-48 hr. 


Globulin 15 min. 
30 min. 
90 min. 
18-48 hr. 


Lactic acid = 15min. f —53.0 to + 
30 min. +20.8 to + 44.0 
90 min. y —26.0 to +100.0 
18-48 hr. —52.0 to + 58.0 


—2.6 to +1: 
—9.6 to 


—61.0 to - 
—24.0 to 

+6.8 to 
—35.0 to +13. 
—49.0 to +-32.0 
—32.0 to 

—3.0 to 
—26.0 to + 
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The procedure for the determination of the lactic acid content of 
sweat was the same as that used for the blood. The sweat was col- 
lected from the rubber sheet under the patient after he had been in the 


11. Hall, W. W., and Wakefield, E. G.: A Study of Experimental Heat- 
Stroke, J. A. M. A. 89:177 (July 16) 1927. Perkins, Clifton T.: Hyperthermia 
in Dementia Paralytica: I. Blood Chemistry Studies, New England J. Med. 
205: 374, 1931. 

12. Bischoff, Fritz; Ullmann, H. J.; Hill, Elsie, and Long, M. Louisa: Studies 
in Hyperthermia Induced by the High Frequency Electric Current, J. Biol. Chem. 
85:675, 1930. Bishop, Francis W.; Lehman, Emmy, and Warren, Stafford L.: 
A Comparison of Three Electrical Methods of Producing Artificial Hyperthermia, 
J. A. M. A. 104:910 (March 16) 1935. 
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cabinet for about forty-five minutes. A standardized breakfast was 
always eaten before treatment. 

It is well known that lactic acid is produced from the carbohydrates 
in the body through heat and muscular exertion, the main depots being 
the liver, the muscles and the skin.'* The lactic acid disappears quickly 
from the blood and is present in large amounts in the sweat. Snapper 
and Griinbaum ** noted an increase of from 250 to 300 mg. of lactic 
acid of the sweat in the shirts of Olympic athletes after strenuous 
games. Bierman and Fishberg'* recently confirmed their statements. 
The data reported here give further corroboration that lactic acid 
excreted in the sweat under certain conditions is from ten to twenty 
times greater than in the blood. Detailed figures are included in the 
reports of cases. 

The studies indicated several interesting points: 1. The amount of 
lactic acid in the sweat was from ten to twenty times greater than that 
in the blood. 2. All the patients who improved showed an increasing 
value for lactic acid followed by a decrease, whereas in those patients 
who did not respond a similar curve was not obtained. In a patient 
with a recurrence an increase of the value for lactic acid was observed. 
3. In patients with normal skin decreasing amounts of lactic acid were 
often noted in the sweat during the course of treatment. 

The increased excretion of lactic acid in the sweat as compared with 
that in the blood would indicate that the skin has a kidney-like function. 
Perhaps such a kidney-like role may be ascribed to the sudoriparous 
glands generally as an emergency measure for compensatory excretion. 
Rapid excretion of lactic acid through the skin would aid in the regula- 
tion of the acid-base equilibrium of the blood. 

The determination of values for lactic acid were supplemented by 
studies of the py, of corresponding samples. The procedure included 
use of both the Wulf colorimeter and the British Drug House capillator. 

During treatment in the hyperpyrexator the py, of the normal skin 
supplied with eccrine glands shifted from 4.5 to more alkaline values, 
depending on the duration of sweating and the extent of the secretion." 


13. Wohlgemuth, J.: Ueber den Zuckerabbau in der Haut, Biochem. Ztschr. 
173:258, 1926. 

14. Snapper, I., and Griinbaum, A.: Ueber die Milchsaureausscheidung im 
Harn und Schweiss wahrend Fussballwettkampfen, Biochem. Ztschr. 206:319, 
1929: Ueber den Milchsaurestoffwechsel beim Sport, Deutsche med. Wehnschr. 
54:1494, 1928; 55:181, 1929. 

15. Bierman, William, and Fishberg, Ella H.: Some Physiological Changes 
During Hyperpyrexia Induced by Physical Means, J. A. M. A. 103:1354 (Nov. 3) 
1934. Fishberg, Ella H., and Bierman, W.: Acid-Base Balance in Sweat, J. 
3iol. Chem. 97:433, 1932. 

16. Sharlit, Herman, and Scheer, Max: The Hydrogen-Ion Concentration of 
the Surface of the Healthy Intact Skin, Arch. Dermat. & Syph. 7:592, 1923. 


Footnotes la and 1d. 
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It was noted that the sweat from the face in many instances first became 
alkaline (fu 6, 7 and 8), while the sweat from the portions of the body 
covered in the cabinet did so to a lesser extent (py 5,6 and 7). This 
confirmed Talbert’s observations ' that in the sweat bath the uncovered 
parts become alkaline more readily and controverted the conclusions of 
Marchionini and Otterstein'¢ that evaporation plays, at least here, a 


part in increasing the acidity. In four cases of generalized eczema in 


which the skin had a py of from 6 to 6.5, even on the uninvolved parts 
of the body, the reaction was converted to acid, pu 4.5, by the oral 
administration of dilute acids (hydrochloric and phosphoric) and butter- 
milk. This change was not accompanied by clinical improvement. 

At the height of secretion of sweat with the patient in the hyper- 
pyrexator, the difference between the values for sweat from parts of 
the body supplied by the eccrine glands and those for the parts supplied 
by the apocrine glands (axillae, pubic area and mammae), which are 
normally more alkaline, disappears. The alkalinity is greatest when the 
secretion of sweat is most active; at the end of and after treatment the 
acid reaction returns (the evaporation of sweat causes a concentration 
of the acids of sweat’). To the subsequent acidity has been ascribed 
the bactericidal and fungicidal effect of the acid coating of the skin.** 
Therefore, to maintain the acid reaction and not to interfere with the 
biologic effect of the newly formed acid, washing, douching and greas- 
ing of the skin after treatment are to be avoided. 

The pu of collected sweat ranged between 4.5 and 8, with irregular 
variations in individual cases. The irregularity might have been due 
to contamination of the serum, as well as to other unformed and 
formed elements from the pathologic areas, or possibly to the combina- 
tion of the lactic acid with a strong basic ion. Thus far no definite 
correlation has been demonstrated between the amount of lactic acid 
and the pu. 

Clinical observations, such as changes in the pulse rate, blood pres- 
sure and basal metabolism, diminution of urine and lack of free hydro- 
chloric acid in the gastric juice (loss of chlorides through sweating **), 
have been investigated by various authors * and are not included in this 
report. 

Blood counts were carried out at varying intervals during and after 
treatment. The results verified those of others.’* 


17. Marchionini and Ottenstein.14 Hermann and Fiirst.? 

18. Schamberg, Jay F., and Tseng, Hsien-Wu: Experiments on the Thera- 
peutic Value of Hot Baths with Special Reference to the Treatment of Syphilis, 
and Some Physiologic Observations, Am. J. Syph. & Neurol. 11:337, 1927. 
Schamberg, Jay Frank, and Butterworth, Thomas: Diathermy in the Treatment 
of General Paralysis and in Wassermann-Fast Syphilis, ibid. 16:519, 1932. 
Bazett, H. C., and McGlone, B.: The Effect of Temperature on the Acidity of 
the Skin, J. Physiol. 64:393, 1928. Bazett, H. C.: Circulation in Pyrexia, J. A. 
M. A. 97:1271 (Oct. 31) 1931. Bierman.t¢ 
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The blood picture passes through two stages: (1) leukopenia at the 
beginning of the treatment, owing to the dilatation of vessels following 
active hyperemia (direct action of heat), with a reduction from 6,000 
to 7,000 to from 3,000 to 4,000, in some cases, (2) leukocytosis at the 
end of treatment, from 10,000 to 20,000, with a shift to the left, which 
is to be interpreted as direct stimulation of the bone marrow (appear- 
ance of band cells). This condition lasts forty-eight hours, with a retur: 
to normal after about seventy-two hours. The numerous differentia] 
counts are similar to those described by Schilling *® in acute infections 
(defense reaction of the organism), namely, diminution of the number 
of eosinophils and an increase in the number of band cells followed by 
lymphocytosis and monocytosis. It is interesting that a drop in the 
values for free cholesterol frequently accompanies these changes. 

The hemoglobin content and the erythrocyte count are increased 
through concentration of the blood; at times anisocytosis is met. 

The difference between the picture of white cells in the venous blood 
and that of white cells in blood from capillaries of the fingers, is worthy 
of attention. 

Because of the short period of observation, statements regarding 
permanent results cannot be made. Some patients have remained well; 
others have had a relapse. In general, benefit has been derived from 
induction of hyperpyrexia in cases of cutaneous diseases of various 
etiology when other methods have failed. Although not an etiologic 
therapy, it may be considered symptomatic. The temporary results, on 
the whole, were good, a favorable reaction having been noted in all 
cases but one, of seborrheic dermatitis. The majority of the patients 
when they left the hospital showed complete or partial regression of the 
cutaneous manifestations. 

Improvement was usually noted after the second or third treatment, 
at times not until after the fifth or sixth. The favorable influence was 
evident in the cessation of pruritus, the disappearance of the tension by 
the skin and other subjective symptoms, as well as the regression of 
weeping, secondary pyoderma and infiltration. The elasticity or tone 
of the skin returned, and it became smoother. The increased sweating 
was an indication of the improved functioning of the integument. The 
body weight was lowered after treatment, owing to a loss of water, but 
was raised later as the result of an increase of appetite and metabolism. 
The psychic effect on these often neurotic patients with chronic derma- 
tosis, who have had every type of therapy and despair of ever being 
cured, was striking; they literally begged for the treatment. Occasion- 
ally there is a transient aggravation of the symptoms after the first 
treatment. One patient, with seborrheic dermatitis, showed no response, 


19. Schilling, V.: Das Blutbild und seine klinische Verwertung, Jena, Gusta 
Fischer, 1924. 
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id another, with generalized nodular psoriasis, with the exception of 
involution of some of the nodules on the forehead and extremities, 
presented little change in the eruption. However, in the latter patient, 
a woman aged 33, there was a decided improvement in the general 
iealth, with stimulation of the endocrine organs, as evidenced by a 
return of menstruation, which had been absent many months. 

This relatively mild form of hyperpyrexia makes a long rest in bed 
unnecessary. Regression of the eruption is hastened, and the stay in the 


hospital is shortened, which is an important economic factor. Repetition 


of these treatments did not cause damage, but the clinical response to 
successive series was not so striking as at first. It is possible that by 
raising the temperature to a higher elevation than before, 105 F., better 
results may be obtained; this was experienced in one instance. 

This method has not been employed in the treatment of ambulatory 
patients. The Turkish bath was substituted for the patients who suf- 
fered a relapse after leaving the hospital. Two or three were given a 
week to continue the elimination treatment. The therapeutic effect was 
not comparable to that obtained with the hyperpyrexator. Besides, there 
are no means of accurately measuring the dosage or following the reac- 
tion obtained. 

CONCLUSIONS AND SUMMARY 


The most important observations were: 

A decrease in the free cholesterol content was noted in 81 per cent 
of the cases after treatment, ranging from —26 to —49 per cent for 
the greater number. Values for total cholesterol, lecithin (phosphatide), 
albumin and globulin did not indicate a definite trend. 

Patients who were improved showed an increasing amount of lactic 
acid in the sweat, whereas those who were not improved failed to show 
this trend. In some patients with normal skin the values for lactic acid 
decreased regularly after hyperpyrexia, whereas in others the course 
was irregular. The value for lactic acid in sweat usually ranged from 
ten to twenty times that for lactic acid in the blood. 

The results thus far do not show any parallelism between the py of 
the sweat and the corresponding lactic acid content. 

The cell changes in the blood showed, first, leukopenia followed by 
leukocytosis. Differential counts showed at first a marked increase of 
band cells and a decrease of eosinophils followed by lymphocytosis and 
monocytosis. There seems to be a parallelism between these observa- 
tions and the decrease in the free cholesterol content. 

Hyperpyrexia, induced in a mild form by external heat through infra- 
red rays in a moist cabinet, caused temporary clinical improvement in 
seventeen of eighteen patients with generalized chronic recurring 
dermatoses. Of these four have remained well for a period of four 
months; four have had mild relapses after a few weeks, and three 





ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 

have had severe relapses after varying periods. The others have passed 
from observation. The period of hospitalization was decidedly shortened. 
Some of the patients were sufficiently benefited to resume their former 
occupation, whereas previously they had been unable to do any type 
of work. Hyperpyrexia, a step forward in arousing biologic reactions 
which simulate nonspecific protein therapy, stimulates increased metabo- 
lism and elimination through the sweat. 


These may lead to a better 


Further investigations are necessary. 
application of the principles involved in this treatment and to the preven- 


tion of recurrences. 


REPORT OF CASES 


Case 1.—For the past eighteen months a youth, aged 18, had had recurring 
attacks of erythematous follicular, papular, slightly scaly, pruritic lesions on the 
All examinations for fungi, cultures and tests for sensi- 
Tests for urobilinogen were repeatedly posi- 
There was an increase in the eosinophil count of 32 per cent. After seven 
hyperpyrexia the eruption cleared, and the patient 
The results of the laboratory examina- 


trunk and extremities. 
tivity to food gave negative results. 
tive. 
treatments with 
remained practically free from all lesions. 


induced 


tion are as follows: 
Serum 
A = 
Highest 
—_ Rectal 
Tem- 
pera- 
ture, 

F, 


Cholesterol 
A 
Dura- 
tion, 
Min- 
utes 


Free 
a ~ —, 
Per 
Cent 


Time 
Blood 
Taken 

{ Before 
{treat 
{ment 


Sweat* 

— —~ 
Lactie Lactic Total 
Acid Acid Lipids 


aime 
Glob- 


ulin 


Albu- 
min 


Leci- 


Date pu Total Esters Amt. thin 


1934 
21 1,160 130 156 4.30 2.60 


1,620 
1,470 


1,480 
1,220 
1,260 


Date 


1933 
12/11 
12/14 

1934 
11/18 

1935 

1/ 4 


2/13 
3/28 


Comment 


Before treatment 


12 hours 
From arm 
From finger 

3 hours 

Recurrence 


White 
Cell 
Count 


8,500 
9,600 


9,910 
10,800 


14,000 
10,000 


Eosino- 
phils 


118 
144 


111 
83 
118 


Cytology 
Poly- 


20 a 66 
18 10 52 


29 
32 


10 

9 
18 
20 


Lym- 
3and morpho- pho- 
Forms nuclears cytes 


19 
19 


24 
18 
32 


30 
29 


3 2.71 


4.4: ° 
4.41 2.90 


2.40 


2.68 


103.6 
103.8 


103.0 


Hemo- 


Mono- glo 


cytes per Cent 


19 85 


Rec 
bin, 


1 96 


90 


Cell 
Count 


5,340,000 


60 min. 
90 min. 


15 min. 
In clinie 
In clinic 


1 
Plate- 
lets 


260,000 


* The values are expressed in milligrams per hundred cubic centimeters of serum and sweat. 


Case 2.—A woman, aged 33, said that the disease began eighteen years ago as 
During the past nine years it had become aggravated, 
When first examined nine years 


generalized psoriasis. 
necessitating hospitalization from time to time. 
ago, the eruption consisted of a generalized erythroderma, with scaling, resembling 
dermatitis exfoliativa. In addition, there were numerous nodular lesions, espe- 
cially on the lower extremities, which histologic examination showed to be associ- 
ated with the psoriasis. The patient had had all types of therapy, including many 
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urses of roentgen treatment, before she was admitted to the hospital. At the 
ne of the last admission to the hospital, in October 1934, she presented a gen- 
eralized erythematous eruption with many nodular lesions and marked hyper- 
keratosis of the palms and soles, the latter making walking difficult. There were 


extensive loss of the hair of the scalp, eyebrows and eyelashes and ectropion bilat- 
rally. The basal metabolic rate at various times was +31, +37 and +42. 

The patient received three courses of induced hyperthermia, consisting of 
cht, five and six treatments, respectively. There was practically no sweating 
ntil the ninth treatment, after which marked improvement occurred in the general 
ondition. The hyperkeratosis cleared to such an extent that the patient was 
ble to walk without discomfort. Her hair reappeared, and the menses, which had 
t occurred for many months, also returned. There was only slight improvement 


l 


the general cutaneous condition. The results of the laboratory examination 


as follows: 
Serum 
Cholesterol Highest 
hes Rectal 
Sweat* Free Tem- Dura 
da = ~ A - pera- tion, Time 
Lactie Lactie Total Per Leci- Albu- Glob- ture, Min- Blood 
pu Acid Acid Lipids Total Esters Amt. Cent thin min ulin F. utes Taken 
sefore 
mae 185 115 7 37. — be ened aeons .. ytreat- 
1,600 256 143 3 4. 23: 4.46 383 {ment 
1,600 950 188 y q 245 a “ 102.0 60 75 min. 
211 150 } 213 4.62 1.96 103.0 60 18 hr. 


240 177 3 22. ee wand 102.8 60 2 wk. 
231 167 j 2 noe ane 102.0 > min. 
171 120 5 bawe guns 104.0 75 


214 f { 225 5. 103.0 
931 


Cytology 


White Poly Lym Hemo- Red 
Cell Eosino- Band morpho- pho- Mono- globin, Cell 
Comment Count phils Formsnuclearscytes cytes per Cent Count 


6,400 oe ty f 3 100 
7,500 3 2 46 : 93 5,200,000 00,000 
Treatment 7,000 j 5 33 78 
3efore treatment 5,000 5 ; 
15 minutes 12,000 
3 hours 10,000 
24 hours 7,000 
48 hours 6,800 


No treatment 

From arm 6,800 

From finger 6,700 6 60 
15 minutes 5,500 0 50 
12 hours 12,500 3 21 40 
3 hours 10,200 18 45 
24 hours 8,600 20 Be 
48 hours 7,400 8 60 


64 


torr 


to oo bo 


The values are expressed in milligrams per hundred cubie centimeters of serum and sweat. 


Case 3.—The patient, a girl aged 16, presented an extensive neurodermatitis 
of the face, neck, trunk and upper and lower extremities; pruritus was intense 
and kept her awake at night. The skin was thickened, erythematous and scaly, 
with numerous excoriations due to scratching. The patient also suffered from 
asthma and showed positive reactions to allergens. The basal metabolism was 
plus 5 per cent. The patient had nineteen treatments, during the course of which 
there was a gradual clearing of the skin, with disappearance of the excoriated 
lesions. The tone and elasticity of the skin returned, and the severe pruritus 
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gradually yielded. When she left the hospital only slight cutaneous thickening and 


pigmentation were present. 
follows: 


Sweat* 
A — 
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6 


values are expressed in milligrams per hundred cubic centimeters of serum and sweat. 


4A woman, aged 28, had a persistent urticaria with marked pruritus 
months. She said that she had not taken any drugs, and cutaneous tests 
did not reveal marked hypersensitivity to any substance. The basal metabolism 
was —14 per cent. The patient received six treatments with induced hyperthermia. 
After the first treatment an aggravation of the symptoms occurred; after the third 
there was a decided improvement, and after the sixth the patient was discharged 
from the hospital, apparently well. After she returned home there were a few 
mild recurrences, but these disappeared. The results of the laboratory examination 


CASE 
for nine 


are as follows: 
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Case 5.—A man, aged 41, had suffered from seborrheic dermatitis off and on 
the past eighteen years. The present attack began about a year before he 
admitted to the hospital. He had a generalized erythematous and scaly erup- 

The basal metabolism was —3 per cent. After three treatments the lesions 
ame moist, and there was an intensificaton of the entire eruption. Despite this 
treatments were continued until the patient had received nine, when it was 
ided that no benefit was to be expected from this type of therapy. The results 
the laboratory examination are as follows: 


Serum 
Cholesterol Highest 
ee Rectal 
Sweat" Free Tem- Dura- 
ie _ ~ = pera- tion, Time 
Lactie Lactie Total Per Leci- Albu- Glob- ture, Min- Blood 
pu Acid Acid Lipids Total Esters Amt. Cent thin min ulin F. utes Taken 
{ Before 
1,540 187 115 , 38. 9 4.05 3.07 cou .. treat 
’ {ment 
1,300 156 103 53 3A. 5 7! 2.71 70 10 min. 


_ 


1,280 200 107 93 46.5 


Cytology 
White Poly Lym- 
Cell Eosino Band morpho- _ pho- Mono 
Comment Count phils Forms nuelears cytes cytes 


7,000 15 49 28 
5,000 ) 36 32 
10,000 : 28 2» 
6,500 49 26 


* The values are expressed in milligrams per hundred cubic centimeters of serum and sweat. 


ABSTRACT OF DISCUSSION 

Dr. HERMAN SHARLIT, New York: The conception of the metabolic signifi- 
cance of sweating has undergone a profound change in the last few years. Until 
recently it was appreciated that the sweat gland apparatus was chiefly concerned 
with regulating temperature by excreting water and that it acted in a secondary 
and minor way as an excretory organ, since one could find in sweat almost all 
the catabolites noted in the urine. Since 1925 data have been accumulating to 
indicate that the sweat apparatus may be considered an excretory organ in its 
own right. It is the chief excretor of lactic acid. Lactic acid readily forms in 
muscle in glycogen catabolism. In the presence of muscular effort sufficient to 
induce sweating, most of the lactic acid is excreted by way of the sweat and 
the residue by way of the kidneys. By sweat I mean visible perspiration, true 
sudor. 

In the light of what is known about the necessity of ridding the system of 
acetic bodies as readily as they are formed, something might be said in behalf of 
the need of working up a “sweat” regularly, to assist the normal activity of the 
integral organism. The sweat bath has genuine value; to what extent this value 
has application in dermatology I do not know, but it is worth investigating. 

I cannot touch on all the many chemical studies Dr. Rosen reported. Obvi- 
ously, two influences on his observations were operating, one pyrexia and the 
other sweating. To what extent each influenced the results would be hard to say 
and it is equally hard to say how each operated to produce the clinical effect. 
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Every one is interested in the treatment of these recalcitrant, persistent derma 
toses, and Dr. Rosen’s effort is praiseworthy and apparently promising. 

Dr. J. H. Swartz, Boston: I wish to mention two cases of pemphigus, in both 
of which hyperpyrexia was induced, with the temperature reaching 105 F. Bos} 
patients showed temporary improvement, but the final outcome was unaltered. 

Dr. GrorGe Mitter MacKee, New York: Dr. Rosen did not mention syphilis, 
but of course every one knows the value of heat therapy in that disease. I recently 
had occasion to review the literature on the subject of artificial fever, and so far 
as I can ascertain the results produced by heat are not as good as those produced 
by malaria. So it may not always be the fever alone that is responsible for th 
effect. 

Dr. Rosen did not have an opportunity to discuss the various forms of apparatus 
used in the work. There are many on the market—instruments for diathermy and 
for short wave radiothermy, cabinets heated with incandescent bulbs, resistance 
coils and so forth. I do not like the term infra-red, for it is too mysterious and to 
indefinite and has too good a sales value. The consensus among those of wide 
experience seems to be that the best cabinet for this type of work is one in which 
heat is produced by ordinary electric light bulbs or resistance coils, with adequate 
control of heat and moisture and protection against burns. 

I wish to touch on the possible dangers of this form of therapy, which Dr. 
Rosen did not have time to emphasize. The work should be carried on in a 
hospital under the supervision of especially trained physicians and nurses. Sales 
agents are advising physicians to put the apparatus in the office and in clinics and 
to treat ambulatory patients. 

It is agreeable to know that while the therapy is in the experimental stag 
the results are encouraging. I think every one has noted effects that one has 
ascribed to fever. I have seen many but did not know whether the results were 
due to the fever or to the disease that caused the fever. Recently I had a striking 
example in a little girl with a tremendous keloidal tendency. An exanthem devel 
oped, with high fever for several days, following which the keloids improved 
50 per cent. Whether this was due to the fever or to the disease I do not know 

Dr. Howarp Fox, New York: During the past year I have used fever therapy, 
induced by typhoid vaccines, in ten cases of generalized dermatosis. The patients 
were treated in the wards of the dermatologic service of the Bellevue Hospital 
From two to eight treatments were given with the vaccine in increasing doses rang- 
ing from 0.3 to 1.3 Gm. at intervals of from two to seven days. The treatment was 
usually followed by chills lasting from twenty to sixty minutes and a rise of 
temperature to from 102 to 104 F. Favorable results were obtained only when 
there was some improvement after the first or second injection. The conditions 
treated included extensive eruptions of eczema, psoriasis and exfoliating dermatitis 
In four cases the treatment was followed by complete disappearance of the erup- 
tion; in three there was marked improvement, and in four there was no improve 
ment. Though not a specific method of treatment, fever therapy appeared to be 
a useful adjunct in treating some extensive and obstinate dermatoses. 

Dr. Paut A. O’Leary, Rochester, Minn.: In 1927 I inoculated a patient who 
had mycosis fungoides of the d’emblée type with Plasmodium vivax. The patient 
had a series of ten episodes of chills and fever and had such a severe reaction 
that it required several months for him to recover. During convalescence the 


tumors began to involute, and approximately six months after the fever therapy 
all but one lesion had involuted. The patient died suddenly, about a year after 
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lesions had disappeared, of a ruptured esophageal varix. His physician 
worted that his liver had been enlarged for some time. Subsequently, I treated 
oman with an advanced (tumor) stage of mycosis fungoides in the same 
nner, and although her relief was less marked, there was definite decrease in 
size of the tumors at the time of death from pneumonia, nine months after the 
aria therapy. Encouraged by the improvement in the cutaneous phase in these 
cases, I have treated two other patients with mycosis fungoides by the Ketter- 
Simpson hypertherm. These patients were not benefited; in fact, they had 
ere exacerbations of the cutaneous lesions, with such severe herpetic lesions 
at the treatment was discontinued. 

My associates and I have treated six patients with scleroderma, three with 
pic eczema and one with dermatitis herpetiformis with the hypertherm appa- 


i 


atus. The scleroderma offered the most encouragement, as some softening of the 


ratus. 
kin was noted in the patients with an early stage of involvement. My experience 
vith dermatitis herpetiformis is in accord with that of Dr. Swartz. I treated 
he patients with the hypertherm on the theory that the diseases might be of 
nfectious origin, and I studied the blood chemistry as it applied to the catabolic 
cesses, without estimating the changes in the lactic acid content, as Dr. Rosen 
as done. The thermal death point of certain bacteria, such as gonococci, is low, 
das the effect of hyperthermia is phenomenal in these patients, it was hoped 
t certain of the dermatoses would also have a causative organism with a low 


hermal death point. However, our efforts thus far have not confirmed this 
impression in the small group we have treated. Further observation of a larger 
up of patients treated in this manner is warranted. 

Dr. H. J. Tempieton, Oakland, Calif.: One thing which has acted as a deter- 
rent to the more widespread use of pyretotherapy is the cost of the apparatus. 
The fact is that no apparatus is necessary to produce any degree of fever one 
desires. I am regularly employing a method which depends on insulating the 
patient thoroughly by means of woolen blankets and rubber sheeting and then 
idministering hot fluids. By this method alone a temperature of from 104 to 
105 F. can be produced and maintained. Practically one can attain the desired 


temperature in a much shorter time if the engineer at the hospital builds a cabinet 


lined with about sixteen carbon filament lamps, which cabinet can be placed over 
the patient who has been swathed in blankets. Within two or three hours the 
temperature will rise to 104 F. or higher. The temperature can be maintained at 
this point for any desired length of time merely by maintaining the insulation 
and giving hot drinks. The cost to the hospital for this type of apparatus does 
not exceed $25. 

Dr. Kart G. Zwick, Cincinnati: In subjecting the patient to hyperpyrexia 
Dr. Rosen stipulated the use of moist heat. For his chemical investigations the 
moist chamber no doubt possessed certain advantages or may have been indis- 
pensable. I wish to ask Dr. Rosen whether in practice exposure to dry heat 
would not be preferable, that is, more comfortable or at least less uncomfortable 
for the patient. 

[ am prompted to put this question because of the general experience that high 
temperature with low humidity are less distressing and dangerous than the same 
temperature with the moisture content of the air near the saturation point. Did 
Dr. Rosen try di-nitrophenol ? 

Dr. IsaAporE Rosen, New York: Owing to the lack of time, I was able to 
present only an abstract of my paper, and some of the questions asked are 
answered in the body of the paper. 
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The apparatus that we employed was relatively inexpensive and suitable for 
the treatment of generalized dermatoses. Its advantage was that there is a direct 
stimulation of the integument as compared with other methods which are indirect. 


and there is no electric contact with the skin, which eliminates the danger oj 


burns. The patient lies on a couch without a binder or cover of any kind, which 
is important in the treatment of generalized cutaneous disturbances. 





Clinical Notes 


SYPHILIS PRESENTING A CLINICAL PICTURE OF 
HODGKIN’S DISEASE 


H. M. Ctropretter, M.D., Cotumsus, OHI0 


\ young man, aged 29, who had been married only a year and whose wife 
vas not pregnant, complained chiefly of a large swelling in the right side of 
he neck. He had noted the swelling about three weeks before he consulted me; 

had grown only a little, the size at the time of examination being that of a 

emisphere of a baseball. He had noted a little sore throat and believed that 
he had had some toothache. He had felt weak, much as he had on previous occa- 
sions when he had had a sore throat. He believed that he had had some fever. 

Examination of the mass in the neck revealed several discrete glands about the 
size of walnuts. There were discrete, small palpable glands in all the other 
lymph gland areas, including the epitrochlear area. The temperature was 100 F 
There were no other abnormal physical findings. The hemoglobin content was 
74 per cent (10.5 Gm. per hundred cubic centimeters of blood), and there were 
4,300,000 erythrocytes per cubic millimeter and 8,000 leukocytes, with 8 per cent 
monocytes, 22 per cent lymphocytes and 70 per cent polymorphonuclears. The 
urine was free from albumin and sugar, with no casts, pus or blood. A _ roent- 
venogram of the chest revealed no evidence of tuberculosis or enlarged hilar glands. 
lhe Wassermann reaction of the blood was negative. 

\ clinical diagnosis of Hodgkin’s disease was made, and one of the glands 
in the right side of the neck was removed for study. The pathologist of a class 
\ medical school reported that examination confirmed the diagnosis. 

The patient was advised to take his temperature four times a day, to use hot 
compresses on the glands, to rest in bed and to take pills of ferrous carbonate 
(60 grains [3.9 Gm.]) each day. The diagnosis was discussed with members of 
the family, and it was decided to avoid discussion with the patient for a time. 

After two weeks the temperature dropped to normal, and the hemoglobin con- 
tent increased to 82 per cent (12.9 Gm. per hundred cubic centimeters of whole 
blood) ; the skin presented a generalized macular eruption the color of ham, which 
was my conception of secondary syphilis. The Wassermann reaction of the blood 
at this time was 4 plus. 

Antisyphilitic therapy was instituted. The right tonsil, which had been slightly 
larger than the left, receded to the size of the left. After three weeks the erup- 
tion had faded entirely, and the glands in the neck were no longer visible. They 
were palpable and have remained so. The patient’s general condition was greatly 
improved. After five months of intensive therapy he has continued to show 
improvement; he is still under intensive therapy. 


COMMENT 


This case reemphasizes the repeatedly made statement that syphilis may simu- 


late any disease. It also shows clearly why even a so-called proved diagnosis 
must not be accepted as final. This patient presented a perfect clinical picture 
of Hodgkin’s disease, which was confirmed by biopsy, and yet the diagnosis was 
wrong. 





536 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 

The most important factor brought out by this c:*c is the further proof that 
one must read and study reports of cures of certain diseases with great skepticism, 
Any method of treatment would have given a good result in all probability. The 


patient might have died of syphilis at a later time, but Hodgkin’s disease would 


have been cured. 

As a criticism of this case I should like to state that I am convinced that a 
dark-field examination should have been made. At the time the rash was present 
I did not know where to take a specimen, as the tonsil was merely enlarged, with 


no ulceration, and there was no other place to obtain a specimen. 





Minor Notes 


LOCAL TREATMENT FOR ARSPHENAMINE 
DERMATITIS 


LESTER HOLLANDER, M.D., Pittrspurcu 


During the acute stages of arsphenamine dermatitis, when the skin is edem- 
atous and covered with vesicles, both open and unbroken, local treatment is 
irtant, if only to relieve the intense discomfort of the patient. 


+17 
I 


1x 
I 
I 


have found the use of a 5 per cent aqueous solution of tannic acid, either 
sprayed all over the body or applied as a moist dressing, of great value. This 
is kept up until the edema subsides and the vesiculation disappears. Then when 
the dry exfoliation begins, the use of a zinc paste without salicylic acid is very 
fficacious. This is prepared as follows: zinc oxide, 1 ounce (28 Gm.) ; starch, 
1 ounce and petrolatum, 2 ounces (56 Gm.). 


631 Jenkins Building. 


From the Pittsburgh Skin and Cancer Foundation. 





A POINT IN ROENTGEN TECHNIC FOR EPILATION 
OF THE SCALP 


H. J. Tempieton, M.D., OAKLAND, CALIF. 


When epilating the scalp by means of the MacKee technic it is important to 
‘enter the anode of the tube directly over each one of the five marked areas. 
\lthough this can be done by sighting down directly over the anode, I have found 
that it can be accomplished with greater ease and accuracy by inserting into the 
filter carrier a metal diaphragm with a port the size of a dime in its center and 
noting where the beam of light reflected from the anode strikes the skin. This 
will mark the exact center of the field of radiation. In order to see this clearly 
the room must be slightly darkened, and one must be certain not to confuse the 
light reflected from the anode with a fainter false light from the cathode. Of 
course the metal diaphragm must be removed before the roentgen rays are 


turned on. 





DERMATITIS FROM DYED GARMENTS 
Ernest DwiGHt CHIPMAN, M.D., SAN FRANCISCO 


Within a comparatively short time I have seen three cases of dermatitis fol- 
lowing the wearing of garments which had been dyed with a substance advertised 
“Tint as you rinse.” The garments were always the more intimate ones, called 
variously “panties,” “scanties,” “stepins,” etc. In each case the eruption con- 
sisted of rather diffuse, erythematous patches limited to the buttocks and thighs. 
Recovery followed speedily on changing to lingerie on which the dye had not 
been used plus the application of a simple calamine lotion. 


” 
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LEUKOPLAKIA OF UNUSUAL ORIGIN 


SIGMUND S. GREENBAUM, M.D., PHILADELPHIA 


The usual factors which lead to the development of leukoplakia are well 


known. The etiologic factor in the production of the lesion in the person whos 
history follows is so unusual that it is of interest to record it. 


REPORT OF A CASE 


A white girl, aged 19, first came to the office for treatment of mild acn 
vulgaris. During the first visit she asked me to look at her tongue. She said 
that it did not trouble her in any way but that in the last few months she had 
observed a peculiar discoloration on its under-surface which she thought was 
abnormal. Examination showed a slightly elevated, smooth, sharply circumscribed, 
rounded, grayish-white keratinized plaque about the size of a nickle on the under 
surface of the tongue. (The term keratinized is used in the clinical rather than 
the pathologic sense, since leukoplakic lesions vary in the depth of their reactions 
from mere keratization to acanthosis, papillomatosis, etc.) In the scrapings from 
the lesion, which suggested a mycotic infection, nothing was found but epithelial 
cells. This negative result and the location of the lesion were so unusual that 
I was at a loss to account for its presence. Dr. Hermann Prinz, who subsequently 
saw the patient in consultation, felt that the etiologic factor was external, per 
haps the toothpaste which the patient was using and which contained sodium per- 
borate. Cessation in the use of this paste for the next three weeks was not followed 


by perceptible changes in the appearance of the lesion. On her fourth visit the 


patient volunteered the suggestion that it might come from the nail varnish or 
enamel applied to her fingernails. 

According to The Druggists Circular,' nail enamels or varnishes are commonly 
made by dissolving cleaned cinema films in a mixture of amyl acetate and 
acetone; others contain tin oxide or benzoin.2) The enamel used on the patient's 
nails was not, however, analyzed. 

The patient had the unusual nervous habit of constantly scraping off the finger 
nail polish with her teeth. During the next two weeks, after an extreme effort to 
control the habit, the lesion had disappeared to the extent of 50 per cent. When 
last seen, it had recurred slightly because, as the patient said, she simply could not 
stop the habit; she had been doing it for many months, and as the condition of the 
tongue did not annoy her and as she now knew to what it was due, she was not 
going to make any further effort to break herself of the habit. 


1. The Druggists Circular (formulas for pharmacists), New York, The Drug 
gists Circular, 1915, p. 118, no. 2897 

2. Hopkins, A. A.: Scientific American Cyclopedia of Formulas, New York, 
Scientific American Publishing Company, 1921, p. 256. 





News and Comment 


MEETING OF THE DELEGATES OF THE NATIONAL 
SOCIETIES OF DERMATOLOGY 


[he meeting of the delegates of the national societies of dermatology, which 
is held in Budapest on Sept. 17, 1935, was opened by the president, Prof. J. 
Jarier, who asked the secretary, Dr. Svend Lomholt, to read the report. The 

sort was as follows: 

“The Committee of Eleven, named by acclamation at the meeting of the dele- 
ites in 1930, was charged with choosing the site of the next congress. On the 
nvitation of the Hungarians, Budapest was named as the seat of the Ninth Congress. 
‘he Committee has worked industriously, not only at a meeting in Zurich on 
ict. 18, 1932, but also at Budapest on Sept. 14, 1935, as well as through a con- 
inuous correspondence between the members. 

“It has been recognized that, unfortunately, the formation of a true international 
issociation is almost impossible, and it is, therefore, necessary to establish an 
nternational league of the national societies of dermatology of the different 
untries, 

“With this end in view a circular was prepared inviting the national societies 

participate and asking them to pay dues of 1 Swiss franc per member a year ta 
ke care of the expenses. This circular was well received by a certain number of 
nations, but in other countries, for example, in Germany, where the organization 
f the societies is less clear, we were asked to postpone final plans until the next 
mgress in Budapest. 

“In consequence the Committee has not insisted that all the countries declare 
heir participation, and for this reason only a smali number of countries have thus 
ir joined and paid their dues. Moreover, it was soon evident that the charge for 
lues per member per year, fixed at Zurich at 1 Swiss franc, is much too high 
for the necessary expenses of the League. Its needs should not amount to more 
han from 300 to 400 francs per year. 

“Under these conditions the Committee proposes to reduce the dues per member 
per year to 25 Swiss centimes (8 American cents) and hopes that this considerable 
reduction will make it possible for all the associations to participate in the League. 
lhe Committee hopes that the countries which have as yet paid nothing will be the 
first to send in their quota. The Committee feels that it is only just that the 

countries which have already paid for one or more years should be freed from 
urther quotas for a reasonable length of time. 

“At our meeting it was decided that it would be a good plan for the League 

continue the excellent idea of the president, Prof. L. Nékam, to edit from time 

time, for example, every five years, or, more precisely, the year before the 

next international congress, a complete list of the members of the different national 
societies. The usefulness of this list is evident to every one. It will be com- 
pensation to those dermatologists prevented from taking part in the congress. 

(his list will be rechecked by the secretary of the International League, with the 
ssistance of the national secretaries, and then distributed by their organizations. 

“In regard to the authority of deciding on the personnel of the permanent 
ommittees and on the activities appertaining to the meeting of the national dele- 

gates who assemble at each international congress, it has been found fair to have 
each national association name a number of delegates corresponding to the number 
i the members of their societies. One delegate is to be named for societies of less 
than 40 members, 2 delegates for societies of from 40 to 100 members and 3 dele- 
gates for societies with more than 100 members. 

“As to the membership of the small Permanent Committee, we have found it 
iracticable, if the assembly of delegates agrees, to hold this membership to eleven 
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persons, for a certain continuity of the Committee is, of course, indispensable. For 
this reason we proposed in our Zurich circular that one third of the members 
of the Committee showld retire at each congress. 

“In this congress the retiring of four members, to our deep regret, solved itself 
by the unlooked-for death of our two colleagues, Professor Krzysztalowicz of 
Warsaw and Bruno Bloch of Zurich, and by the resignation of Professor Jadassohn 
of Breslau. For filling these vacancies the Committee proposed in place of Pro 
fessor Krzysztaltowicz, Professor Lesczinsky of Luow; in place of Bloch, Professor 
Arzt of Vienna, and in place of Professor Jadassohn, Professor Zieler of Wurz- 
burg. Harold Cole of Cleveland was named to fill the seat of Udo Wile. 

“Our president, Professor Darier, desired to resign his chairmanship, but his 
colleagues insisted that he remain. He has agreed to their desires and will remain 
for a time on the condition that an adjoined French colleague will be named to 
replace him in case of poor health. For the place the Committee proposed the 
name of Professor Civatte of the St. Louis Hospital. 

“The secretary draws the attention of the delegates to the fact that the mem 
bers of the Permanent International Committee do not represent a certain country 
but are chosen because of their standing, with the point in view that they represent 
in the Committee the different groups of countries and of languages. 

“Finally, the Committee thinks it necessary to add as a provisory member 
for the next period, the President of the Committee of Organization of the future 
congress, Professor Covisa of Madrid, since the congress will be held in that city 
Professor Covisa had presented an official invitation on the part of the Spanish 
Government and of his Spanish colleagues that the Tenth Congress be held at 
Madrid in 1939 or 1940. Dr. Howard Fox of New York gave an invitation for 
New York, adding that in case Madrid was chosen for the Tenth Congress the 
American colleagues desired that New York be considered for the Eleventh Con 
gress. President Darier thanked the two colleagues for their friendly invitations, 


and the majority voted for Madrid. Then the delegation voted on the new mem- 
bers of the Committee recommended in the report of the secretary-general. All 
were chosen unanimously. The committee is thus composed, for the present, of 
the following members: Arzt of Vienna, Cole of Cleveland, Darier of Paris, Gray 
of London, Leszcinsky of Luow, Lespinne of Brussels, Lomholt of Copenhagen, 
Nékam of Budapest, Peyri of Barcelona, Trufhi of Padua, Zieler of Wurzburg, 
Covisa of Madrid (supplemental member ).” 





Editorial 


SOCIETY TRANSACTIONS 


The publication of society transactions, which was commented on 
in the August issue of the Arciives (32: 292, 1935), again demands 
attention, because it is one of the most difficult problems of the editorial 
board. The society transactions are more widely read than any other 

iaterial that is published in the ArcuiIves, and for most of the readers 
there is no other department that 1s more interesting. We should there- 


fore like to have the reports as valuable as possible and not too elemen- 


tary. On the other hand, we are anxious not to destroy that quality 


which makes them useful in the every-day practice of dermatology. 
(his is a difficult course to steer, and we are conscious of our failure 
to do it as well as we should like. 

A few men of large experience and wide knowledge severely criti- 
cize the material published, and in form and in substance much of it 
s open to just criticism. A good many of the societies evidently do 
not take their transactions seriously. The cases are carelessly presented, 
ind the discussions are casual and inconsequential. We have been told 
many times that such transactions are not creditable to American 
dermatology. 

On the other hand, reports of a few societies are regularly good. 
The cases are presented with sufficient definiteness to make them intel- 
ligible, and the discussions are thoughtful and informative. Essential 
details are given clearly, and unessential facts and reports are omitted. 

This brings us to the main point—the need for omitting as much 
unnecessary material as possible, both for the sake of enhancing the 
quality and the value of the reports and because the transactions are 
now taking up an excessive portion of the ArcHIves. Great improve- 
ment can be obtained by the omission in the reports and in the discus- 
sions of details that are not essential to the understanding of the 
condition in question. However, the best solution of the problem seems 
to be the omission of descriptions of many cases which are worthy of 
presentation because of the rarity of the disease concerned but which 
reveal no new features and suggest no new comments. One might 
report in sufficient detail the three or four most important cases that 
are presented and the discussions that they elicit but for the other cases 
record only the title and the name of the presenter. One society does 
this, with excellent results. 

If more societies would pursue this policy, it would reflect credit 
on them, relieve them of the criticism of packing their transactions 


with trivial reports and save much needed space. 





Correspondence 


VALUE OF INTRADERMAL INJECTIONS OF SERUM 
AS A DIAGNOSTIC TEST FOR LYMPHO- 
GRANULOMA INGUINALE 


To the Editor—In regard to the recent article of H. A. Haynes which appeared 
in the November 1935 issue of the Arcuives (page 795) I wish to make the fol- 
lowing brief remarks: 

While I do admit that the antigenic property of serum from patients with 
lymphogranuloma inguinale is not always present, especially serum obtained from 
patients with cases of long standing, it would also be difficult to prove when the 
antigen is contaminated, for example, with blood. I would like to emphasize that 
in many cases in Shanghai the serum gave positive and specific reactions in patients 
who have never been treated with the roentgen rays. However, persons with clini- 
cally typical lymphogranuloma inguinale did not react to the serum, which fact 
has been mentioned also by Frei, who explained that an antigen from a different 
group of patients would sometimes fail to give a positive reaction. My findings 
have been confirmed by the observations of Prof. B. Kollarits, of Budapest, which 
are recorded in the proceedings of the Ninth International Dermatological Congress. 

F, Reiss, M.D., 


Assistant Professor of Dermatology, National Medical College, Shanghai, China. 





ARSPHENAMINE DERMATITIS RESEMBLING 
PITYRIASIS ROSEA 


To the Editor—I wish to report a further observation on a patient whose case 
was described in the ARCHIVES in the September 1934 issue (page 415). A state- 
ment was made in that paper that the patient was sensitive to all forms of 
trivalent arsenic and was able to tolerate quinquivalent arsenical prepara 
tions only. As a matter of fact, there was no other form of trivalent 
arsenic other than the arsphenamine group which was available for the treatment 
of syphilis at that time. Since then, mapharsen (the hemialcoholate of 3-amino-4- 
hydroxyphenylarsine oxide hydrochloride) has been introduced. The patient is now 
being treated with that drug, and she shows no signs of intolerance to it. This 
proves that the allergy in that case was specific for the arsphenamine group and 
not for all trivalent arsenical preparations. 

SAMUEL FELDMAN, M.D., New York. 





Abstracts from Current Literature 


EpITED BY Dr. HERBERT RATTNER 


DerMATOMYoOsITIS. V. P. SyDENSTRICKER and D. R. Tuomas Jr., Ann. Int. Med. 

8:959 (Feb.) 1935. 

Sydenstricker and Thomas report a case of dermatomyositis in a boy aged 14. 
[he course of the disease was acute but benign. Clinically there was a close 
resemblance to trichinosis. An extreme degree of eosinophilia was noted, the 
percentage of eosinophils ranging from 10 to 60. No cause was found to explain 


the eosinophilia. READING, Galveston, Texas. [Am. J. Dis. CHILD.] 


THe CONTROL OF THE DERMAL MELANOPHORES IN ELASMOBRANCH FIsHeEs. G. H. 
PARKER and H. Porter, Biol. Bull. 66:30, 1934. 


The common dogfish, Mustelus canis, has a dark phase and a light one due to 
the expansion and the contraction of its dermal melanophores. The dark phase is 
induced by pituitary secretions carried from the pituitary gland to the melano- 
phores by the blood and lymph as described by Lundstrom and Bard. The light 
phase is induced through the action of contracting nerves and is not merely the 
result of the absence of pituitary secretions. The expanding hormone is water- 
soluble. The contracting one, if there be such, is apparently not water-soluble. 
The dogfish is remarkable as the first form to be described in which the cutting 
of nerves induces a contraction of the melanophores and a consequent lightening of 


the skin. Lyncnu, St. Paul. [AutHors’ SuUMMArY.] 


LYMPHOGRANULOMA INGUINALE, WITH A Report OF THREE Cases. J. A. 

Bourcouin, Canad. M. A. J. 33:276 (Sept.) 1935. 

The facts relating to this disease are carefully reviewed. The importance of 
the recognition of the signs is stressed, and a summary of the differential points 
is outlined. Three cases of the disease are recorded, in all of which a positive 
Frei reaction was present. 


SENSITIZATION TO NovocAINE. L. M. MuLien, Canad. M. A. J. 33:306 (Sept.) 
1935. 
After repeated injections of procaine hydrochloride in two patients there 
appeared reactions characterized by pain, erythema and induration about the site 
of puncture. Fever was also noted in both instances. 


[Two Cases oF TULARAEMIA. Epwin K. Wricut, Canad. M. A. J. 33:309 (Sept.) 
1935, 


Two cases of tularemia were reported from Alberta, Canada, where the disease 
is of rare occurrence. Agglutination tests for Bacillus tularensis were positive in 
both instances. 


StovarsoL (ACETARSONE) IN THE TREATMENT OF CONGENITAL Sypuiis. H. S. 
MiTcHELL, Canad. M. A. J. 33:377 (Oct.) 1935. 
Since 1921 the treatment of congenital syphilis by means of the oral admin- 
istration of arsenic has received considerable attention. The advantage lies chiefly 
in the ease of administration. The author used Tuscherer’s method at first, but 
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later he employed Bratusch-Marrain’s plan. According to this plan, 5 me. of 
acetarsone per kilogram of body weight was given the first week. The dose 
was increased 5 mg. each week for four weeks. The 20 mg. dose was mtaintained 
until the ninth week. A six week period of rest was followed by a second cours: 
The drug was used alone and in courses alternating with mercury or bismuth. The 
medicament should be administered half an hour before meals, in water or milk 
One course was sufficient to reverse the serologic reaction in a large number of 
patients. Treatment with acetarsone was also found beneficial in certain cases of 
neurosyphilis. Satisfactory results were obtained in patients with osseous lesions, 
and, as a rule, cutaneous eruptions disappeared within from one to two weeks. 
Condylomas were more resistant. A general tonic effect was noted in many 
instances. Toxic reactions and signs of intolerance were occasionally encountered 


HAEMANGIOMA WITH FRAcTURE THROUGH THE INVADED Bone. J. H. Coucun, 
Canad. M. A. J. 33:416 (Oct.) 1935. 


In a man aged 43, a hemangioma affecting the right hand and arm had bee: 
present since birth. The tumor had obliterated the muscles and had destroyed 
some of the bony structure. The elbow joint was completely destroyed. Roent 
genograms showed obliteration of the muscle lines, the presence of thin, irregular 
bones with shaggy or ragged cortex and the occurrence throughout the muscles 
and tumor of round, opaque plaques due to deposits of calcium. A fracture of 
both bones in the forearm occurred after a sudden strain. A reduction was readily 
made, and healing was uneventful. Treatment of the hemangioma by means of 
surgical removal, irradiation or injection of a sclerosing agent was not thought 
advisable. 


LicHEN PLANUS VERRUCOSUS WITH ZOSTER-LIKE DISTRIBUTION. WILLIAM 


I 
EccLESTONE and NorMAN B. Gwyn, Canad. M. A. J. 33:426 (Oct.) 1935. 


Ecclestone and Gwyn report a case of lichen planus verrucosus with zoster-like 
distribution in which the eruption had been present for ten years and had spread 
along the sciatic nerve. There were no other patches elsewhere on the body and 
no lesions of the mucous membranes. The eruption had a curious warty appearanc« 
similar to that of naevus unius lateris. The Wassermann reaction was negative 


ELECTROSURGICAL EXTIRPATION OF NANTHOMA: ReEporT OF Two SEVERE CAsEs 
Lewis J. GorMAN Sivers, J. A. M. A. 105:796 (Sept. 7) 1935. 

Two identical twins had severe xanthelasma which had recurred after treatment 
by means of mono-chloracetic acid. Complete cure was effected, with no recurrence 
in a year, by means of electrodesiccation under infiltration anesthesia. About ten 
sittings were necessary. 


ALLERGIC REACTIONS ASSOCIATED WITH COHABITATION. WARREN VAUGHAN 


and Ricuarp W. Fow kes, J. A. M. A. 105:955 (Sept. 21) 19 

Four cases are cited as examples of allergic reactions to substances in the 
patients’ immediate environment. The possibility that in each case the sensitizing 
agent was an emanation from, or an essentially homologous protein of, a marital 
partner is pointed out. 


# 
ee 
35. 


FUNCTIONAL NEUROSES AS COMPLICATIONS OF ORGANIC DisEASE: AN “OFFICE” 
TECHNIC OF APPROACH, WITH SPECIAL REFERENCE TO THE NEURODERMATOSES. 
Joun H. Stokes, J. A. M. A. 105:1007 (Sept. 28) 1935. 


According to Stokes, the recognition of a functional nervous background in 
many cases of dermatoses is important but does not commonly bring with it a cor- 
responding therapeutic attack. The dermatoses investigated included among others 
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calized and disseminated neurodermatitis, prurigo, chronic urticaria, rosacea, pru- 
itus and dyshidrosis. Stokes states that he has no intention of treating pronounced 
erades of changes in personality or actual psychoses. The method is not offered 
as a substitute for proper testing of allergic excitants, for studies of focal infection 
or for pertinent laboratory procedures. The author’s intention was to present a 
technic of neuropsychiatric reeducation usable by the dermatologist in his office. 
Such treatment took the place of prolonged periods of rest and antipruritic remedies. 

Among the commonly noted nervous factors were high tension, overwork, 
excessive mental exertion, “being driven,” late hours, neuroticism, chronic worry, 
insomnia, family trouble, shock, financial worries, bad business conditions, emo- 
tional stress, repressions and inferiorities. A sympathetic and unhurried technic 
led to the proper insight into the patient’s background. In order to relieve the 
tension and overcome the conflict the patient was given a technic for relaxation 
and a method of building up mental self-discipline. A distinction was drawn 
between neuromuscular tension release and neuromuscular discharge by muscular 
work. It was found that when the patient learned to relax his muscles a similar 
relaxation became habitual in all his activities, lessening the stress and strain of 
every-day life. Patients were encouraged to change their point of view regarding 
their objective life, stressing craftsmanship rather than success as such. Finally 
the patients’ sense of humor was invoked. They were taught to laugh at them- 
selves. A point was gained if a patient could be induced to shrug and laugh when 
he felt the peculiar pinging itch of which he complained. 


HE MepICAL TREATMENT OF EARLY PELLAGRA. Tom D. Spies, J. A. M. A. 105: 
1028 (Sept. 28) 1935. 
Spies states that the early recognition and treatment of pellagra is extremely 
important. The treatment should consist of a well balanced diet of 4,000 calories 
or more each day and adequate rest. Spies advises that the diet be supplemented 


hy daily administration of a good brewers’ yeast, wheat germ or liver extract in 
doses up to 75 or 100 Gm. In his experience the most successful regimen included 
the parenteral injection of liver extract and the simultaneous oral administration of 
brewers’ yeast or wheat germ. 


FUNCTIONAL STUDIES IN PATIENTS WITH THE NEURODERMATOSES. JOHN M. 
pE Erve and S. Wittram Becker, J. A. M. A. 105:1098 (Oct. 5) 1935. 


The authors studied eighty patients with conditions diagnosed as follows: 
neurodermatosis (dry and exudative types), pruritus ani, pruritus vulvae, 
dyshidrosis, urticaria, lichen planus, dermatitis herpetiformis and neurotic excoria- 
tions. Two patients with aphthae, one with vitiligo and one with summer prurigo 
were also observed. The method of examination included a careful questioning 
as to the personal history and any history of allergic disease. The eliciting of the 
family history was similarly complete. In addition to complete physical examina- 
tion including urinalysis and Kolmer and Kahn tests in each instance, patients 
were studied further by means of a psychomotor panel which considered the 
intellectual activities of the patient, the somatic demands, the self estimate, 
the mood, the reactions to pain and pleasure, the adaptation imperative and special 
traits in connection with the graphic and rhythmic arts. A complete anthropologic 
study was made on each patient when feasible. Blister time was recorded, and the 
permeability ratio was determined. The latter ratio divided by the blister time 
in hours gave the inflammatory index. Sedimentation time was determined on 
each patient. Other phases of the examination included the erythema time, 
the friction time, the reaction of the skin to the application of drugs, and blood 
pressure readings at intervals and after the injection of epinephrine hydrochloride. 

Some results were uniform throughout the entire series and probably reflected 
the general instability of these patients. In studying other determinations it was 
found that the results for patients with the dry type of neurodermatitis, pruritus 
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ani and pruritus vulvae corresponded closely. Studies on patients with dyshidrosis 
and exudative neurodermatitis also gave similar results. 

It was concluded that all the patients studied were born with generalized 
protoplasmic unrest manifested as a neurocirculatory instability resulting in neryous 
exhaustion and increased instability. Therapy based on these conclusions appeared 
to be the most successful. 


DERMATITIS OF THE PENIS FROM RuBBER. HERBERT RATTNER, J. A. M. A. 105:1189 
(Det: 12) 198s. 


In a patient who had been under treatment for seven months for attacks of 
balanitis and nonspecific urethritis a persistent itchy dermatitis developed on the 
penis. From the history, rubber was suspected, and a patch test showed a we 
marked reaction. Following Obermayer’s suggestion, the rubber was made non 
irritant by treating it with a 5 per cent solution of sodium hydroxide. This measure 
was sufficient to prevent not only the eczema but also the balanitis and urethritis. 


CONGENITAL ATROPHY OF THE SKIN, WITH RETICULAR PIGMENTATION. M. F 
ENGMAN Jr., J. A. M. A. 105:1252 (Oct. 19) 1935. 


A white man, aged 32, showed generalized reticular pigmentation and atrophy. 
The process began at 8 years and was progressive. There were leukoplakia-like 
lesions on the mucous membranes; the teeth had disappeared, and the nails from 
the fingers and toes had fallen out. There was some thinning of the epithelium 
with an increase in the stratum corneum, an increase in collagen in the cutis and 
a general hypertrophy and hyperplasia of the fibrous elements. In the upper 
portion of the cutis were large clumps of pigment with smaller deposits intervening. 
In serial sections these clumps continued through many sections and appeared to 
be the bands seen clinically. The pigment was considered to be melanin. The 
dopa reaction showed that there was also a marked increase in widely branching 
dendritic cells all through the basal layer. Neither the section stained with dopa 
nor that stained with silver nitrate explained the anatomy of the clinical lacework 
pattern. A brother of the patient, aged 26, had a similar, although not so severe, 
condition for nineteen years. 


THE So-CALLtep Mosaic FunGus AS AN INTERCELLULAR DEPOSIT OF CHOLESTEROI 
Crystats. A. M. Davipson and P. H. Grecory, J. A. M. A. 105:1262 
(Oct. 19) 1935. 

The so-called mosaic fungus was examined with the oil immersion objective 
and a magnification of 930 diameters. The mosaic was then observed to consist 
of piled masses of the flat rhombic crystals of cholesterol. Some of the crystals 
showed the reentrant angle often seen in this substance. It was also noted that 
the mosaic was insoluble in water, slowly disappeared on contact with strong 
potash, was soluble in xylene and was found on the palms and soles in certain 
cases of dermatitis. 


Unusuat Case oF ACTINOMYCOSIS OF THE HANpD. R. S. Hottincswortu, J. A. 


M. A. 105:1266 (Oct. 19) 1935. 


In a patient who had come in contact with actinomycosis a lesion developed 
on the back of the hand. Therapy had been various during two and a half years; 
the condition had been invariably diagnosed as epithelioma until it was observed 
by Hollingsworth. His clinical diagnosis was actinomycosis. The entire lesion 
was excised. The pathologic diagnosis was epithelioma. At operation, yellow 
granules were obtained, but examination failed to reveal any Actinomyces. The 
difference between the pathologic and the clinical diagnosis was held to be due to 
the chronic irritation of the parasitic disease resulting in the development of 
epithelioma. 
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ENTIA PARALYTICA AND TaABES: A Stupy witH REFERENCE TO PRECOCIOUS 
DEVELOPMENT. Upo J. Witz, DuncAN QO. Potu and Burton F. Barney, 
J. A. M. A. 105:1329 (Oct. 26) 1935. 
In a study of 436 cases of dementia paralytica and 378 cases of tabes it was 
hlished that severe parenchymatous disease of the brain not infrequently 
irs early in patients with syphilis, contrary to the generally accepted belief 
t it is always a late sequel. The onset of symptoms occurred earlier in 
ises of dementia paralytica than in cases of tabes. Dementia paralytica occurred 
re frequently in females than did tabes. [our women patients suffered from 
nentia paralytica before their twentieth year. Tabes was of more frequent 
irrence than dementia paralytica among the foreign-born patients. In the 
inger group (patients under 30) precocity of onset and severity of symptoms 
ere more frequent in patients with dementia paralytica than in those with tabes. 
\bsence or inadequacy of treatment were predominant factors in the precocious 
levelopment of both manifestations. Lewis. New York. 


ue History oF DerRMATOLOGY IN Boston. CuHarLEsS J. Waite, New England 

J. Med. 213:339 (Aug. 22) 1935. 

In his address as chairman of the newly formed Section of Dermatology and 
Syphilology of the Massachusetts Medical Society delivered at the annual meeting 
eld in Boston on June 3, 1935, White gave a concentrated but charming and 
enthusiastic account of the development of the Departments of Dermatology and 
Syphilology at the Massachusetts General Hospital, Boston City Hospital, Boston 
Dispensary, Carney Hospital and Beth Israel Hospital. He referred to the schism 
between dermatology and syphilology at the Massachusetts General Hospital and 
their subsequent reunion and to the evolution of the New England Dermatological 
Society ; he also gave attractive thumb-nail biographic sketches of James C. White, 
Edward Wigglesworth, George Horton Tilden, James S. Howe, John T. Bowen, 
Francis B. Greenough and Abner Post. 


OrAL MANIFESTATIONS OF BismMutTH. Francis P. McCartuy and Smita O. 

DEXTER Jr., New England J. Med. 213:345 (Aug. 22) 1935. 

\ study of the incidence of, and pathologic changes associated with, pigmentation 
and stomatitis due to bismuth and a report of two cases of severe ulcerative 
stomatitis are given. Histologic examination showed that the bismuth was 
deposited principally in the papillary region of the corium. The inflammation 
was accompanied by an infiltration mostly with lymphocytes except where there 
were gangrene and ulceration, at which sites polymorphonuclear cells predominated. 
lhe most important factor in the production of stomatitis is accumulation of tartar. 
Edentulous mouths showed a low incidence (9 per cent) of mild pigmentation. 
“Removal of tartar deposits with improved dental hygiene hastens the disappearance 

pigmentation and tends to prevent further deposits.” 


Tue TREATMENT OF THE RECURRENT Varicose Utcer. Epwarp A, Epwarps, 

New England J. Med. 213:450 (Sept. 5) 1935. 

Edwards states that no varicose ulcer can be rationally managed except by 
treatment of the varicose veins. The study of a large number of cases was made at 
the clinic for circulatofy diseases of the Boston City Hospital and at the depart- 
ment of surgery of the Tufts College Medical School. It is a straightforward 
surgical attack on a problem, the solution of which dermatologists have often 
unsuccessfully attempted. The treatment of the ulcer is the treatment of the 
recurrent varices. The mechanism of the recanalization of veins into which injec- 
tions have been made is described. The essential part of the treatment consists 

the ligation and section of the great saphenous vein at the saphenofemoral 
junction followed by similar treatment of all its tributaries at the highest level. 
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All these measures insure against recurrence. Contraindications are feeblenes 
due to senility or disease and infection accompanied by inguinal adenitis. In the 
latter case the procedure is carried out after the adenitis subsides under routine 
care. The ligation is performed with local anesthetization. After one or two 
weeks the other veins are treated, preferably with injections of a 5 per cent solution 
of sodium morrhuate; those farthest from the ulcer are treated first, and gradually 
the procedure is directed toward the ulcer itself. : 

According to the author, every one of the ulcers without exception healed after 
ligation and subsequent injection. No skin grafting or excision of ulcer was 
performed. Nearly every patient returned to work a few days after the operation. 
This treatment markedly reduced the attendance at the clinic by clearing up the 
old chronic ulcers, some of which had previously been treated with over one 
hundred injections and over one hundred applications of zinc glycerogelatin. Some 
of the ulcerations healed slower than others, the process of healing taking occa- 
sionally as long as six months, but the relief was always prompt, and the patients 
were comfortable while the healing took place. It is, of course, important to rule 
out syphilis and diabetes. 

The article is illustrated by interesting roentgenograms of veins in which opaque 
solutions had been injected and by photographs made with infra-red illumination 
illustrating venous patterns. Appet, Boston. 


NEPHRITIS COMPLICATING ImpeTIGO. LEE E. Sutton Jr., South. M. J. 27:798 
(Sept.) 1934. 


Sutton reports the cases of five children between 3 and 8 years of age in whom 
an eruption of impetigo was followed by acute glomerular nephritis of varying 
degree and points out the fact that this ordinarily mild disorder can at times be 
the cause of a serious complication. 

Scuiutz, Chicago [Am. J. Dis. Cuitp.] 


TREATMENT OF PsorRIASIS WITH A GoLtp Satt (GoLtp SopitumM THIOSULFATE). 
ALBerIc Marin and F. L. Bourats, Union méd. du Canada 63:634 (July) 
1934. 

Sixteen patients with psoriasis were treated with gold sodium thiosulfate, each 
receiving from seven to eighteen weekly intravenous injections. Four patients 
were definitely helped, and three others showed slight improvement. Three months 
later the lesions had all recurred. One patient seemed to be made worse by the 
treatment. Eight of the patients had reactions consisting of nausea or erythema. 
Marin and Boulais conclude that the treatment is not without dangers and that it 
does not possess the desired efficacy against psoriasis. 


HEREDITARY SYPHILIS, WITH A CASE OF JUVENILE DEMENTIA ParALyTICA. GASTON 
Loicnon, Union méd. du Canada 63:898 (Aug.) 1934. 


Loignon’s conception of hereditary syphilis is based on the theory that the 
disease may have its origin in (1) the ovum, (2) the sperm or (3) both the maternal 
and the paternal element. The various clinical forms depend on when the disease 
strikes the product of conception and can be divided into (1) syphilis of the 
embryo, which produces abortion before the fifth month of pregnancy; (2) fetal 
syphilis, which produces hydramnios, miscarriage or premature birth; (3) syphilis 
of the new-born, which causes cutaneous and visceral lesions; (4) infantile syphilis, 
which appears from the second to the sixth week of life, rarely after the fourth 
month, and which causes lesions in the skin, viscera, central nervous system, eyes 
and skeleton; (5) late hereditary syphilis, which appears during late infancy, ado- 
lescence or even in adult life and which is accompanied by mental changes that are 
dependent on the age of the victim, and (6) fetal syphilis which causes great con- 
genital deformity (monstrosity) of various kinds. 
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\ case of dementia paralytica occurring in a boy of 16 years, who was treated 
with malaria, is reported. The patient was apparently normal until the age of 13, 
when he began to have convulsions, which increased in number and severity. After 
treatment the convulsions ceased, and the general condition improved. There 
was still some difficulty in gait three months later, but the patient was beginning 
to interest himself in his surroundings and was much more tractable in his behavior. 


DAFFINEE, Beston. [Am. J. Dis. Cuttp.] 


Tue DraGNostic VALUK OF LEISHMANIA Vaccine. A. Dostrovsky, Ann. Trop. 

Med. 29:123 (July 17) 1935. 

Seventy patients with infections caused by Leishmania were inoculated intra- 
dermally with the vaccine prepared from Leishmania tropica. 

If the cutaneous reaction reached a diameter of 0.5 cm. (infiltration and 
erythema combined) in forty-eight hours the result was considered positive. Ten 
per cent of a group of patients who were not infected with Leishmania and 98 per 
cent of the patients infected with Leishmania showed positive reactions. 


OBSERVATIONS ON LEISHMANIASIS IN THE District OF CANEA (CRETE). 

PAPANTONAKIS, Ann. Trop. Med. 29:191 (July 17) 1935. 

In the district of Canea, Crete, more cases of leishmaniasis are being found 
annually through improved methods of diagnosis. This applies particularly to 
visceral leishmaniasis, as Oriental sore is common throughout Crete and does not 
differ from the disease found in other countries. 

An interesting method for the treatment of Oriental sore is described. This 
consists of the application two or three times every third day of a mixture of 
10 per cent suspension of pulverized vegetable charcoal in concentrated sulfuric 
acid. This method is said to be drastic but well tolerated, and its use is followed 


by excellent results. 


THE PROBABLE VECTOR OF ORIENTAL SoRE IN THE PunyaAs. H. E. Suortt, J. A. 
Sinton and C. S. SwaminatH, Indian J. M. Research. 23:271 (July) 1935. 


In inoculation experiments the authors found that the Punjab strain of Leish- 
mania tropica develops in Phlebotomus sergenti in a definite host-parasite relation- 
ship. They conclude that this species of sandfly is the probable vector of the 
dis 2 > j < > i . 
lisease in that region. Jamieson, Detroit. 


PsEUDO-REACTION IN Leprosy DuE To GonorRHEA. DoNnatp P. Dow and Joun S. 

NARAYAN, Leprosy Rev. 7:4 (Oct.) 1935. 

Gonorrhea is one of the most common diseases associated with leprosy, and 
it was found to be about ten times more prevalent than syphilis. One of the 
common errors in diagnosing the lepra reaction (fever, malaise, pains in the joints 
and in the body associated with rise in sedimentation index) is to overlook a 
chronic gonorrheal arthritis which may also produce the so-called lepra reaction. 
Dow and Narayan emphasize the fact that a polyarthritis associated with acute 
gonorrhea may manifest itself by the third day. They give reports of five cases in 
which symptoms referable to leprosy were present in the reacting stage but in 
which careful scrutiny of the symptoms and clinical signs proved that the so-called 
lepra reaction was in reality due to gonorrhea 

The authors express the belief that (1) gonorrhea persists in a subacute form 
for a surprisingly long period; (2) gonorrhea produces a debility which lowers 
the resistance and permits the leprosy to become manifest clinically within two 
vears of the gonorrheal infection; (3) even in cases in which the true lepra reaction 
is present progress is impeded unless the coincident gonorrhea is treated and cured. 
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Two CASES OF XERODERMA PIGMENTOSUM OCCURRING IN THE SAME Fam; 

Joun C. Berisario, M. J. Australia 2:148 (Aug. 3) 1935. 

Belisario reports that in a family of eleven children a girl and a boy aged 
14 and 8 years, respectively, had xeroderma pigmentosum. There was no con- 
sanguinity. An erythematous squamous dermatitis on the exposed surfaces was 
observed in the girl at the age of 3 months; the disorder became more noticeabh|: 
as the child grew older and was exposed to the physical elements. The changes 
in the skin showed the typical pigmentation, roughness, scaling, telangiectasia and 
tendency toward malignant changes; photophobia was present. When the child 
was 3 years old there developed a muscular flexure of the left wrist and a partial 
loss of function of the left hand and fingers. 

The boy showed a similar reaction on the exposed surfaces at the age of 6 
months. When he was 2 years old a similar flexural muscular disturbance 
together with a weakness of the hand and fingers, as noted in the girl, occurred. 
The laboratory and roentgen examination of both children gave entirely normal 
results. 

(The point of interest was the development in both patients of palsy of the 
left wrist together with the loss of function of the hand and fingers. Abstractor. ) 


Baer, Pittsburgh, Pa. 


Stomatitis. A. L. SPENCER-PAYNE, Practitioner 132:671 (June) 1934. 


Inflammation of the oral mucosa is nearly always an infective process. Its 
prevention is dependent on an intact mucous membrane and on the resistance of the 
person. The types discussed in this paper include the following: catarrhal, 
follicular, aphthous, parasitic, ulcerative, gangrenous and that due to drugs. 

A good description of the symptomatology, pathologic changes and treatment 
is given. Considerable space is devoted to ulcerative stomatitis, or Vincent’s dis- 


ease, and the author lays emphasis on the chronic character of the disease, its 
contagious nature and the extreme importance of thoroughness in treatment. There 
is an excellent account of the drugs used. 

SAPPINGTON, San Francisco. [Am. J. Dis. CHILp.] 


ACRODYNIA: TREATMENT BY PHysicAL THERAPY. J. LABorDERIE, Arch. d’électric 

méd. 42:82 (Feb.) 1934. 

In a 4 year old child who had an attack of acrodynia two weeks before, a first 
series of twelve exposures to ultraviolet rays produced improvement in the general 
condition, in sleep and even in gait, but the psychic and sensory disturbances 
diminished perceptibly only during a second series administered after a rest of ten 
days. Another patient, 26 months old, who was affected three weeks before, was 
treated according to Bordier’s regimen for infantile paralysis by means of spinal 
roentgenotherapy and diathermy, with the addition of ultraviolet irradiation. After 
the first treatment improvement was seen, and in three weeks the physical 
and psychical recovery was complete. 

Vinton, Brooklyn. [Am. J. Dis. CHILp.] 


INFANTILE ACRODYNIA: Report oF TwoCases. E. PicHon and H. CAMBESSEDES, 
Arch. de méd. d. enf. 37:404 (July) 1934. 


Two cases of acrodynia are reported in detail. The first is that of a girl aged 
16 months. The diagnosis was doubtful, and the patient was treated tentatively 
for muscular hypotonia and myasthenia until a visitor to the children’s wards from 
Australia detected the characteristic syndrome. The same consultant also suggested 
the use of potato in the diet, with the skin of the potato included so as to permit 
the patient to profit by an anti-acrodynic substance alleged to exist directly under- 
neath. Various remedies had been employed for several weeks, including the sub- 
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neous injection of sodium cacodylate, of acetylcholine and of strychnine, 
eether with exposure to ultraviolet rays, without the slightest effect. From the 
day on the potato regimen the patient began to improve rapidly, and she was 
harged recovered within three weeks. The authors wisely call attention to 

e fact that in the normal evolution of acrodynia the time had arrived for spon- 
neous cure. They report the case of another patient, a boy aged 20 months, who 

; treated in his home for scarlet fever in June 1933. Recovery was slow; the 
atient’s appetite was lost; he cried a great deal and refused to walk or even sit 
. in bed. He entered the hospital about ten weeks after the onset with marked 
desquamation of the palms and soles; two days later a morbilliform eruption on 
he trunk was noted. The case was considered one of measles complicating the 
course of prolonged convalescence from scarlet fever, until careful examination 
howed complete absence of catarrhal symptoms and Koplik spots. Swelling of 
he hands and feet associated with cold perspiration was observed during the fol- 
lowing weeks, together with pronounced psychic disturbances, and the diagnosis 
vas changed to acrodynia. In spite of vigorous treatment, including the use of 
ttato, the child gradually grew worse and died in November of bronchopneumonia. 


AmeEssE, Denver. [Am. J. Dis. Cuuzp.] 


THe So-CALLED MONGOLIAN SPOTS IN THE NEW-BorN OF THE NEGRO Race. M. 
METZGER and J. CLARIN, Bull. Soc. d’obst. et de gynéc. 23:442 (July) 1934. 


The authors briefly discuss the incidence of Mongolian spots in members of 
Asiatic races and mention the conflicting opinions and few observations regarding 
their presence in members of the black races. They report their observations on 
a series of fifty-three native infants of the black race observed on the Ivory Coast 
of Africa. Thirty-three, or 62 per cent, of these infants had Mongolain spots in 
the typical forms and locations. Between the ages of 6 months and 1 year the 
bluish color of the spots so blends with the normal dark color of the skin that 

ey can no longer be distinguished. The opinion of the authors is that Mongolian 
spots cannot be considered as affecting particularly members of the Mongolian 


race 


GLASER, Rochester, N. Y. [Am. J. Drs. CuHILp.] 


\CRODYNIA WITH QUADRIPLEGIA. DeEBRE, Maric and Messimy, J. de méd. de 

Paris 54:1044 (Dec. 6) 1934. 

The case of a girl aged 3 years is reported. The typical signs of acrodynia 
leveloped on Nov. 15, 1933; the hands and feet were red, cold and covered with 
sores; the patient was uncomfortable and irritable and showed some diminution 
of the tendon reflexes and slight muscular hypotonia. Two months later there 
developed a marked flaccid quadriplegia with total loss of the tendon reflexes and 
hypotonia and flabbiness of the muscles. Fluid obtained by lumbar puncture 
showed an increase in albumin content but no cellular increase. The quadriplegia 
reached its maximum in the course of three weeks and then regressed rapidly. 
\n atelectasis of the right lung occurred after a spell of choking. This regressed 
slowly with no special treatment. Six months after the onset, except for the 
slight redness of the palms and soles, the child had completely recovered. 


\cropyNnta. C. Rocaz and J. Borsserte-LACrorx, Paris méd. 1:77 (Jan. 26) 1935. 


The consensus at present concerning acrodynia is that it is due to infection 
with a neurotropic virus. The increase in the number of lymphocytes and in the 
ilbumin content in the cerebrospinal fluid early in the disease points to such a 
causative agent, and Kernohan and Kennedy found degeneration of the basal nuclei 
n a patient examined at autopsy two hours after death. The close relationship 
between some of the symptoms of acrodynia and those of encephalitis and polio- 
nyelitis point to the probability of a similar infectious basis. 
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Two cases are reported. The first child, in addition to the usual symptoms 
of acrodynia, showed an excessive thirst, drinking from 2 to 4 liters of water 
a day, and also had convulsive seizures. The second child showed marked chang 
in personality, convergent strabismus and loss of speech and reflexes. Both patients 


recovered. Lestiz, Evanston, Ill. [Am. J. Dis. Cutrp.] 


Purpuric MEASLES. JuLIo Comsy, Bol. Soc. cubana de pediat. 6:93 (May) 1934 


Comby describes a case of this rare condition of which he has observed onl; 
five others. The disorder appears late in the stage of eruption and at the beginning 
of convalescence. It must be differentiated from the hemorrhagic form of measles 
The eruption is purpuric and is confined entirely to the skin. There are no nasal 
hemorrhages and no bleeding from the throat, bowels, lung or urinary tract. The 
patients seem to be comparatively well, the lack of severe disturbances contrasting 
with the great prostration and fatal symptoms of the malignant hemorrhagic form 
In the purpuric form of measles the initial eruption is transformed to a hemor- 
rhagic area confined entirely to the skin and persisting during convalescence from 
the disease. There are no abnormal changes in the blood. No special therapy is 
indicated. Scuiutz, Chicago. [Am. J. Dis. Curp.] 


A CASE OF GENERALIZED XANTHOMATOSIS WITH DISTURBANCE IN THE LIPpoIp 
METABOLISM. HENRY BrANpDT, Dermat. Wehnschr. 100:11 (Jan. 5) 1935. 


Brandt reports a case of generalized xanthomatosis in a child. Determinations 
of the chemical composition of the blood showed a marked increase in the cholesterol 
content. Functional tests showed a wide divergence from the normal fat metab- 
olism. Ultraviolet ray therapy and dietary measures, used for a relatively short 
time, resulted in a marked clinical improvement as evidenced by a second examina- 
tion four years after the first, but the abnormal chemical composition of the blood 
did not change much. 


Cutis Verticis Gyrata. F. Frenz_, Dermat. Wehnschr. 100:18 (Jan. 5) 1935. 


Frenzl reports the case of a patient who had multiple hairy nevi of the trunk 
and cutis verticis gyrata. He states that many cases reported as instances of this 
disorder were due to infection or malformation and did not properly belong in this 
classification. In his case nevus cells were present as shown by histologic examina- 
tion. True cutis verticis gyrata is primarily nevoid in origin, though nevus cells 
may not always be present. 


Is THE “INTERFEROMETRIC METHOD” OF DETERMINING PROTECTIVE FERMENTS PRAC- 
TICAL TO INDICATE DISTURBANCES OF ENDOCRINE SECRETION IN CUTANEOUS 
DisorpeERS? P. BERGGREEN, Dermat. Wchnschr. 100:45 (Jan. 12) 1935. 


Berggreen reviews briefly the work that has been done by the interferometric 
method in determining the etiology and guiding the therapy in cases of endocrine 
disorders. He concludes that the method is of little practical value. 


GRENZ (INFRA-ROENTGEN) THERAPY OF CUTANEOUS Disorpers. H. NEUMANN, 
Dermat. Wchnschr. 100:49 (Jan. 12) 1935. 


Long wave radiation has a valuable place in dermatology because of its relative 
safety when large doses are given. Neumann finds it of no value in the treatment 
of alopecia areata, vitiligo and malignant changes in the skin and states that it 
is especially harmful in cases of lupus erythematosus. It is particularly useful 
in the treatment of localized pruritic dermatoses, tuberculosis of the skin and warts 
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PEMPHIGUS AND DERMATITIS OF DUHRING AND THE So-CALLED TRANSITIONAL 
Cases. J. Darter and A. Tzanckx, Dermat. Wchnschr. 100:73 (Jan. 19) 
1935. 

Darier and Tzanck place Duhring’s disease in the group of intolerance reactions 
but classify pemphigus vulgaris as a dystrophy. They believe that transitional 
forms do not occur. In instances in which symptoms of both diseases are observed 
two conditions are present, a dystrophy and a hypersensitivity. 


ERrYSIPELOID WITH MULTIPLE Focr. K. ScHREINER, Dermat. Wchnschr. 100:77 
(Jan. 19) 1935. 
Schreiner describes two cases of erysipeloid in each of which multiple lesions 
occurred. He reviews briefly the literature dealing with this phenomenon. 


\ CHRONIC ForM OF VESICULAR FoRMATION ON THE BuccaL Mucous MEMBRANE 
(EpPITHELIOLYSIS BULLosA AcgursiITA MucosAgeE Oris). WERNER REINHARD, 
Dermat. Wchnschr. 100:80 (Jan. 19) 1935. 


\ 22 year old man was seen who had a bullous eruption confined to the buccal 
mucosa of the cheeks. The condition had started one year before. The differ- 
ential diagnosis was concerned with pemphigus, Duhring’s disease and epidermolysis 
bullosa. Reinhard was of the opinion that these three diseases could be ruled 
out, and he classified the condition as epitheliolysis bullosa acquisita mucosae oris. 


DeRMATITIS BLastomycotica. T. Weassics and A. Dosa, Dermat. Wchnschr. 

100:104 (Jan. 26) 1935. 

Patients with an eczema-like eruption occurring any place on the body except 
in the folds of skin were studied. Pure cultures of a yeast were obtained from 
them. Reinoculation by way of the skin caused new lesions, provided the area 
was kept warm and moist. Cutaneous tests with a yeast vaccine were positive 
while tests with other fungus vaccines were negative. Histologic studies made 
in ten cases revealed the usual picture of eczema. Yeast elements could be demon- 
strated in the sections in 50 per cent of the cases. 


A CAsE OF ROENTGEN BURN TREATED WITH SHORT WAVE THERAPY. G. MAHN, 
Dermat. Wchnschr. 100:108 (Jan. 26) 1935. 


Mahn reports considerable benefit from short wave therapy in a case of ulcera- 
tion of the backs of the hands due to roentgen irradiation. 


UrticARIA Due To HEAT. WILHELM RICHTER, Dermat. Wchnschr. 100:129 (Feb. 

2) 1935. 

A typical case of urticaria due to heat is described which developed after a 
severe sunburn. The literature regarding this condition is reviewed. The dis- 
order was cured by the application of slowly increasing amounts of heat. The 
criteria for a true allergy are lacking. 


CaRCINOMATOUS CUTANEOUS METASTASES IN THE FIELD OF ROENTGEN IRRADIATION 
IN CANCER OF THE Lips AND REGIONAL LymMpH Nopes. F. H. MaArscHALL, 
Dermat. Wchnschr. 100:137 (Feb. 2) 1935. 


Marschall reports the case of a man who had a carcinoma of the lip with 
cervical metastases and was operated on in 1926 and again in 1928. In 1934 roentgen 
irradiation was given for another recurrence. Carcinomatous cutaneous metastases 
developed shortly afterward in the irradiated region. 
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SUCCESSFUL PassIvVE TRANSFER OF HYPERSENSITIVITY TO RANUNCULUS AceER L, 

J. WENDLBERGER, Dermat. Wchnschr. 100:141 (Feb. 2) 1935. 

In two apprentice gardeners dermatitis venenata developed after exposure to 
leaves of Ranunculus. The diagnosis was confirmed by positive cutaneous tests. 
Transmission of the sensitivity by the method of Prausnitz and Kuistner was suc- 
cessful in both instances. 


DECREASE OF SYPHILIS IN DENMARK DuRING THE PERIOD FROM 1919 To 1933. 

Svenp LomMHOLT, Dermat. Wchnschr. 100:173 (Feb. 9) 1935. 

Lomholt gives statistics which show a marked decrease in the incidence of 
syphilis in Denmark in the past fifteen years. During 1933 only 200 new cases 
of syphilis occurred in Copenhagen, as compared with 3,000 cases in 1919. This js 
probably the lowest possible incidence to be expected. The result is obtained by 
(1) easily available treatment by specialists, (2) obligatory treatment of all 
venereal conditions while infectious, (3) punishment of persons who knowingly 
infect others. 


New Cutture Mepriums For Funct. UrsuLta ScHoiz, Dermat. Wehnschr. 

100:176 (Feb. 9) 1935. 

Using as culture mediums, carrots, potatoes, carrot agar and potato agar 
Scholz obtained results similar in cultural characteristics to those obtained with 
Sabouraud’s and Grutz’ mediums. The organisms grew more luxuriantly but 
could not be used for permanent cultures. Particularly good results were obtained 
with potato, meat extract, sugar and peptone mediums. 


SURPRISING RESULTS FROM ROENTGEN THERAPY OF ERYSIPELAS. J. BOoRMANN, 

Dermat. Wchnschr. 100:181 (Feb. 9) 1935. 

In middle Asia erysipelas occurs much more frequently than in Europe. Bor- 
mann has found that two thirds of an erythema dose of roentgen radiation followed 
in two days by one third of an erythema dose cured the condition within two 
or three days, as a rule. 


A CASE OF SARCOMA [DIOPATHICUM HAEMORRHAGICUM KAPOSI WITH AN UNUSUAI 

PRELIMINARY STAGE. FRED GOLDSCHLAG, Dermat. Wchnschr. 100:204 (Feb. 

16) 1935, 

Goldschlag describes a case of what was apparently a malignant lympho- 
granulomatosis. There was enlargement of the spleen, liver and lymph nodes 
with a generalized pruritic eruption. After three and a half years, in which exacer- 
bations and regressions occurred, typical Kaposi’s sarcoma developed, lesions 
appearing on the legs and thorax. The diagnosis was verified by histologic 
examination. The question arises as to whether the condition was an unusual 
prodrome of an ordinary Kaposi's sarcoma or whether this condition is closely 
related to the lymphoblastomas. 


HISTOGENESIS OF NAEVUS SYRINGOCYSTADENOMATOSUS PAPILLIFERUS (SECOND 
ConTRIBUTION). J. DOrFFEL, Dermat. Wchnschr. 100:229 (Feb. 23) 1935. 


Dorffel previously reported a case of naevus syringocystadenomatosus papil- 
liferus (Dermat. W chnschr. 99:1318 [Oct. 13] 1934) in which the histologic exami- 
nation showed a tumor mass of sweat gland-like structure. A recurrence developed 
which on histologic examination showed a proliferation of the basal layer in which 
the proliferation took the form of sebaceous glands. This shows the “pluripotent” 
quality of the basal cells. 
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A Case OF TABES DoRSALIS WITH HYPERTROPHIC SYPHILITIC PAPULES AROUND 
rue Anus. H. Haxtuausen, Dermat. Wchnschr. 100:231 (Feb. 23) 1935. 


A patient with typical tabes dorsalis was observed who presented a group of 
papules around the anus. He stated that these lesions had been present for eight 
years. Dark-field examination of serum from the anal lesions showed numerous 
spirochetes (Spirochaeta pallida). Specific therapy caused the lesions to clear 
promptly though the tabes dorsalis was unaffected. The possibility of reinfection 
ould not be ruled out. 


( 


[TREATMENT OF THE Earty STAGE oF ULcus CHRONICUM ELEPHANTIASICUM 
VuLVAE. WALDEMAR E. Coutts, Dermat. Wchnschr. 100:232 (Feb. 23) 1935. 


It has been shown that ulcus chronicum elephantiasicum vulvae is an end-result 
‘ lymphogranuloma inguinale. In one case administration of large doses of an 
estrogenic substance resulted in a cure. Two other cases are mentioned in which 
his treatment was beneficial. In all three cases disturbance of the menstrual 


ycle was present. 


Tue Use or Hypnosis in Psoriasis. J. M. Wiscu, Dermat. Wchnschr. 100:234 

(Feb. 23) 1935. 

Four patients with psoriasis were treated by hypnosis. Two of them had 
constitutional hysteria, and the other two had psychopathy of the mixed type. All 
had received various forms of local therapy. One was entirely cured; two were 
benefited, and in the fourth the condition was not improved. 


Taussic, San Francisco. 


DESENSITIZING EXPERIMENTS IN EczEMA. MartTIN Kress, Monatschr. f. Kinderh. 

60:445, 1934. 

Krebs tried the desensitizing technic of Lambert-Aucel-Bouion on twenty-seven 
children. This consists of giving a minimal amount of the symptom-eliciting food 
from three quarters of an hour to one hour before the meal, with the purpose 
of producing the antianaphylaxis state of Besredka. If the child is on the breast 
one drop of breast milk is given; if the child is sleeping a pipet is used to place 
a drop in the carefully opened mouth. For the child on a solid diet a pea-sized 
morsel of food in a teaspoonful of water is used. The preliminary feeding must 
contain all the suspected foods. Krebs claims that fourteen of his twenty-seven 
patients were cured and nine improved. The treatment must last at least fourteen 
days, and in some cases it must be continued for three months. 


GersTLEY, Chicago. [Am. J. Dis. CHILp.] 


Tut ROENTGEN TREATMENT OF SKIN Diseases. F. Bertnc, Miinchen. med. 
Wehnschr. 81:1119 (July 27) 1934. 


Bering discusses the treatment of numerous diseases of the skin with roentgen 
rays. The more that is learned about the action of the roentgen rays the more 
limited becomes their application. He mentions some diseases of the skin of inter- 
est to the pediatrician. For favus an epilating dose is used; this is repeated in three 
or four months if there is a recurrence. Other conditions successfully treated are: 
actinomycosis of the skin and lymph nodes; furuncle, particularly of the upper 
lip; erythema induratum of Bazin; pernio; papulonecrotic tuberculid, and scrofulo- 
derm. In cases of lupus vulgaris better results are obtained with other treatment. 
Roentgen radiation should not be used for the eczema of children. In fact, Bering 
states that children should not be treated with roentgen radiation for diseases of 
the skin. The danger of exposing children to even the smallest doses has not 
been realized sufficiently. 

3RAHDY, Mount Vernon, N. Y. [Am. J. Dis. Cutzp.] 
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THE OUTBREAK OF ERYTHEMA NoposuM IN A ScuHoor. W. GOBEL, Ztschr. {. 
Kinderh. 55:30 (May) 1933. 


Gobel describes an outbreak of erythema nodosum in school children which 
was traced to a teacher suffering from open tuberculosis. The erythema nodosum 
was preceded by an angina, and the symptoms were malaise, fever, vomiting, 
diarrhea, cervical adenitis, stiffness of the neck and bronchitis. The disease was 
most common in spring and was more frequent in girls than in boys. The tuberculin 
reaction was positive in seventy-three, or 62.4 per cent, of the one hundred and 
seventeen children—twenty-eight, or 52.8 per cent, of the fifty-three boys and 
forty-five, or 70.3 per cent, of the sixty-four girls. 

Levinson, Chicago. [Am. J. Dis. Curp.] 


EczEMA AND HyproGEN ION CONCENTRATION OF THE BLoop PLaAsMA. K. Ebert, 
Nederl. tijdschr. v. geneesk. 78:3673 (Aug. 11) 1934. 


The author determined the hydrogen ion concentration of the blood plasma of 
forty-seven patients with different forms of eczema. The values obtained differed 
from the normal ones in twenty-four cases (under 7.3 or above 7.4). By the 
administration of acids or alkalis in some patients restoration to the normal px 
was obtained; in other patients no change in the fu was brought about. Edel 
concludes from the results obtained that deviations from the normal values pu do 
not have any influence on the seriousness of the disease, nor has restoration of the 
normal fa any influence on the time necessary for the healing of the eruption. 


VAN CREVELD, Amsterdam, Netherlands. [Am. J. Dis. Curvp.] 





Society Transactions 


CLEVELAND DERMATOLOGICAL SOCIETY 


J. R. Driver, M.D., Reporter 
Regular Meeting, Jan. 24, 1935 


R. E. Barney, M.D., Presiding 


LICHEN Urticatus. Presented by Dr. W. H. Connor. 

J. S., a Negro boy, aged 8, from the service of Dr. Cole and Dr. Driver at the 
City Hospital, is well developed and well nourished and has had no previous 
illnesses. In August 1934 an eruption appeared on the forearms and spread to 
the face and arms. It was accompanied by marked itching and became progressively 
worse. 

There is a more or less generalized papular eruption, which is most intense on 
the forearms and face. The lesions are primarily urticarial papules with excoriated 
tops. The older, healed lesions leave a small area of decreased pigmentation with 
a surrounding halo of hyperpigmentation. 

The Wassermann reaction of the blood was negative. Blood counts gave nega- 
tive results. Examination of feces showed no intestinal parasites. Tests with 
tuberculin were negative. 

Biopsy showed a moderate amount of acanthosis and hyperkeratosis in the 
epithelium. The granular layer was quite prominent. There was moderate edema 
with swelling of the collagen fibers, and a moderate amount of round cell infiltra- 
tion, particularly perivascular, was present. 

A high caloric diet and 500 cc. of orange juice daily were given for one month, 
and little improvement was noted. In the past month the patient has been given 
8 cc. of cod liver oil daily in addition. Rapid improvement has taken place. 

DISCUSSION 

Dr. H. N. Core: This patient is presented to demonstrate the effectiveness of 
cod liver oil in treatment of this disease. Lichen urticatus apparently results from 
a deficiency of vitamin D. Addition of orange juice to the diet was not helpful 
alone, but when cod liver oil was added marked improvement occurred in a short 
time. 

Dr. C. G. La Rocco: My associates and I have treated several patients with 
this disease with cod liver oil and found that it seems to be more or less specific. 

Dr. W. H. Connor: Before he entered the hospital this patient had been taken 
care of by the father, and his diet had been inadequate. 


PrimMARY LESION OF GRANULOMA INGUINALE. Presented by Dr. W. H. Connor. 


L. D., a Negro aged 30, from the service of Dr. Cole and Dr. Driver at the 
City Hospital, has had no venereal disease except gonorrhea and epididymitis in 
1921. His general health has been good. The last sexual exposure was on Nov. 
15, 1934. About Jan. 1, 1935, he noticed a small sore on the prepuce; this has 
gradually enlarged to approximately the size of a 5 cent piece. The lesion is 
indurated and granulomatous and has a beefy red surface. A_ second lesion, 
smaller but similar in appearance, which started at about the same time, is located 
on the coronal sulcus. There is no inguinal adenopathy. 

The Wassermann reaction of the blood was negative. Examination of the spinal 
fluid gave negative results. Dark-field examination failed to reveal Spirochaeta 
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pallida. Smears were negative for Ducrey’s bacillus. Smears examined for 
Donovan bodies were reported to show positive results. Two injections of sodiym 
antimony biscatechol-di-sulfonate produced slight improvement in the lesions, 


DISCUSSION 

Dr. J. R. Driver: It is not often that one has the opportunity to see primary 
lesions of granuloma inguinale in an early stage of development. The case js 
interesting from this standpoint and also because of the fact that the positive diag- 
nosis was based on the presence of Donovan bodies. Apparently there was a 
period of incubation of approximately six weeks after exposure before the primary 
lesion appeared. 

Dr. C. L. CuMMER: I wish to ask Dr. Connor what stain he finds best suited 
for detecting Donovan bodies? 

Dr. W. H. Connor: My co-workers and I use the Wright stain ordinarily 
used for blood smears. 


LYMPHANGIOMA OF THE NECK AND TONGUE. Presented by Dr. W. H. Connor. 


D. F., a boy aged 2% years, from the service of Dr. Cole and Dr. Driver at the 
City Hospital, was born with a swelling on both sides of the neck; the swelling 
was most marked on the left side. When the patient was 10 months old the left 
side of the neck was treated by interstitial irradiation with gold radon seeds. 
Filtered roentgen radiation was also given to both sides of the neck. After this 
treatment had been given there was some regression on both sides; it was mosi 
marked on the side on which the radon had been used. Then the child was not seen 
until he was approximately 2 years of age, at which time there was an extensive 
swelling of the tongue to approximately three times its normal size. Just before the 
child entered the hospital one month ago there developed an infiltration of the 
tongue which extended to the region under the chin. 

There is extensive swelling of the sides of the neck and of the submental 
region, and a hard, inflammatory infiltration is present under the chin. The tongue 
is enlarged and protrudes out of the mouth for approximately 4 cm. It is reddish 
and cyanotic and shows some crusting on the dorsal portion. The surface of the 
tongue is studded with fine vesicular lesions resembling glass beads, from 1 to 3 
mm. in diameter. Some of these vesicles are hemorrhagic. The enlargement in 
the submaxillary area is of a soft, elastic consistency. The child is quite ill, and 
there is an elevation of temperature. General physical examination showed no 
other abnormalities. 

A section is presented; it shows the spaces lined with endothelial cells in the 
corium which are typical of lymphangioma. 

Treatment has consisted of measures aimed at controlling the secondary infec- 
tion, which resembles Ludwig's angina. 


DISCUSSION 


Dr. J. R. Driver: I saw this patient when he was first brought to the out- 
patient department of the Lakeside Hospital; he’ was then 10 months of age. At 
that time I inserted eight 1.5 millicurie gold radon seeds and prescribed administra- 
tion of filtered roentgen radiation to both sides of the neck. There was some 
improvement on the right side of the neck, which had received only the roentgen 
treatment, but the left side, which had received, in addition, the intersitial irradia- 
tion with radon, showed marked improvement. At that time there was little or no 
involvement of the tongue. The patient was not seen again after that until 
recently. In the meantime the present condition developed. I suggest that the 
tongue be treated by interstitial irradiation with heavily filtered radium needles 
of low intensity; filtered roentgen irradiation might be given to the involved 
portion of the neck. This, of course, cannot be done until the secondary infection 
has cleared up. A number of years ago Dr. Cole and I saw a patient with a 
similar, though more severe, involvement of the tongue. After surface applica- 
tions of radium were used the tongue became approximately normal in size, and 
it has remained so. These tumors are apparently fairly radiosensitive. 
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Dr. E. W. NETHERTON: Two years ago at a meeting of the Ohio State Medical 
\ssociation pictures of several lymphangiomas of the tongue which had been 

ated by radium were shown. The results were good. 

Note.—The patient was transferred to the surgical division for treatment of 
the secondary infection under the jaw. After incisions had been made, a septic 
temperature developed and the child died. Cultures of the blood showed Staphylo- 
coccus aureus. Autopsy revealed an extensive involvement of the tongue and floor 
f the mouth with characteristic lymphangioma. The side of the neck where radon 


seeds had been implanted showed less lymphangioma than the other side. 


[MPETIGO WITH SUPPURATING ADENITIS. Presented by Dr. W. H. Connor. 


J. M., a Negro boy aged 6 years, from the service of Dr. Cole and Dr. Driver 
at the City Hospital, acquired impetigo on the scalp; the condition subsequently 
spread to the region of the mouth, chin and nose. About one week after the 
onset a node, the size of a pecan, developed in the submental region. There is a 
tender mass about the size of a hickory nut, which is fluctuant. The impetiginous 
lesions on the scalp have healed.. 

DISCUSSION 

Dr. E. W. NETHERTON: I think this case is interesting because suppurating 
adenitis is rarely seen as a complication of impetigo. I have recently observed 
two cases in which impetigo of the legs resulted in a suppurating adenitis in the 
groin which required incision. In both cases the infection had been acquired from 
the same source. 

Dr. H. N. Core: The first patient with this condition that I saw was in 
Jadassohn’s clinic many years ago. I have seen quite a few patients with the con- 
dition since then. The type of adenitis is characteristic. When the lesion is 
incised, the pus is seen to be whitish and of a glairy consistency. The causative 
organism, a streptococcus, can always be isolated. 


GUMMATOUS INFILTRATION OF THE Upper Lip, PALATE AND TONGUE. Presented 
by Dr. JoHN E. RAUSCHKOLB. 

O. G., a woman aged 35, from the outpatient department of the City Hospital, 
first noticed a swelling of the upper lip about two vears ago. She states that in 
November 1934, after she received two injections of neoarsphenamine, there was 
some temporary improvement. There have been no subjective symptoms. 

The upper lip presents an extensive infiltration with a congested appearance, but 
little inflammatory element is present. The skin is purplish red. There is no 
ulcer. On palpation one gets the impression that a certain amount of fibrosis is 
present in the tissues. The hard and soft palates are considerably thickened and 
swollen and appear congested. The tongue is somewhat enlarged and is deeply 
furrowed, presenting the typical appearance of scrotal tongue. Except for the 
aforementioned findings general physical examination gave negative results. 

The Wassermann reaction of the blood was strongly positive. Examination 
of the spinal fluid gave negative results. At present the patient has received one 
injection of neoarsphenamine from her family physician. 


DISCUSSION 

Dr. E. W. Netuerton: I have been interested in this rather unusual manifes- 
tation of tertiary syphilis for a long time. Many of the members may recall that 
[ presented two patients with a similar condition (Arcu. Dermat. & Sypu. 30:720 
{Nov.] 1934). One of the patients had an involvement of the lower lip in which 
the elephantiasis was quite marked. In many of these cases there is a definite 
history indicating that the process developed after trauma. There is no ulceration, 
and the disorder responds poorly to antisyphilitic treatment. A similar develop- 
ment sometimes occurs on the genitalia. The process develops rapidly after trauma; 
according to MacLeod, a streptococcic infection secondarily implanted on a 
gummatous lesion accounts for this unusual condition. 
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Dr. R. E. BARNEY: It would be interesting to make a biopsy. 

Dr. Joun E. RAuscHKos: I think that this condition belongs in the same 
group as that exhibited by Dr. Netherton’s patients. It is interesting that in my 
patient the involvement extends to the palate and tongue. I believe it is generally 
conceded that this type of syphilis responds poorly to therapy. 


Fox-Forpyce DISEASE IN NEGRESSES. Presented by Dr. HENry C. SHAw. 


Case 1—H. S., a Negress aged 24, from the service of Dr. Cole and Dr. Driver 
at the Lakeside Hospital, says that in June 1934 she began to have severe pruritus 
in the axillae. I saw her in September 1934, at which time there was hyperpig- 
mentation limited to the axillae, the region of the sternum and the pubic area. 
The eruption consisted of discrete, sharply defined, deep-seated, dry follicular 
papules of varying size, some being as large as a pinhead and some slightly larger. 
The centers of some of the larger lesions were slightly depressed. Itching was 
intense. General physical examination revealed no other abnormalities. The 
patient refuses to submit to removal of tissue for biopsy. 

CasE 2—I. W., a Negress aged 16, from the service of Dr. Cole and Dr. 
Driver at the Lakeside Hospital, was first seen in the dispensary for cutaneous dis- 
eases in July 1933. She complained of a severe pruritic eruption in the axillae. 
Local applications of soothing preparations and several roentgen treatments had 
no effect on the disease. 

The involvement is practically identical with that exhibited by H. S. (case 1), 
and it is limited to the axillae, the region of the sternum and the pubic area. 

Biopsy of a specimen taken from the skin and subcutaneous tissue showed that 
the epidermis was not thickened but that there was an increase in the papillary 
projections into the cutis. There was fraying of the basal cells of the cutis with 
infiltration of exudative cells into the cutis, the infiltration consisting of mono- 
cytes, polymorphonuclear eosinophils and polymorphonuclear leukocytes. 


DISCUSSION 
Dr. E. W. NetuHerton: There is little or no hair over the involved areas; 
this is supposed to be fairly characteristic of Fox-Fordyce disease. After care- 
fully examining the patients and studying the section one would hardly make the 
mistake of calling the condition neurodermatitis. The younger patient states that 
the itching is more intense during the menses. One patient with this condition 
whom I presented before the society (ArcH. Dermat. & SypH. 28:168, [Jan.] 
1931) seemed to improve slightly after undergoing a thyroidectomy. That patient 
showed definite evidence of hyperthyroidism. 





J. R. Driver, M.D., Reporter 
Regular Meetings, February and March 1935 


R. E. Barney, M.D., Presiding 


Lupus EryTHEMATOSUS. Presented by Dr. E. W. NETHERTON. 


N. C., a woman aged 23, had measles in childhood but never suffered from any 
serious illness. Her tonsils were removed two years ago. There is no history of 
tuberculosis, hay fever, asthma or psoriasis in the family. Approximately two 
years ago a small red, scaly spot appeared on the left ear. About one year later 
similar lesions developed on the face and scalp. More recently lesions have devel- 
oped on the elbows and hands. About one month ago lesions appeared on the trunk 
and arms. There have been some slight itching and burning, but subjective symp- 
toms have been unimportant. 
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The patient is a well developed, well nourished young woman. There are no 
.bnormal manifestations except slight involvement of the superficial lymph nodes. 
The eruption involves the face, sides of the neck, scalp, upper portion of the chest, 
elbows and hands, and a few lesions are scattered over the upper portion of the 
back and arms. The eruption is essentially symmetrical and consists of well 
defined, dark red, thickened, scaly plaques. On the nose and cheeks it consists 
of oily seborrheic pustules or scaling with suggestive follicular plugging. The 
lesions on the elbows are psoriasiform; those on the hands show active, sharply 
defined, bright red margins, with pale, slightly depressed centers which appear to 
be undergoing some scarring and atrophy. On the palms the lesions are thickened 
and hyperkeratotic. Some of the lesions on the scalp are accompanied by alopecia 
and atrophy. On the soft palate there are a few rather indefinite dull red macular 
lesions. The blood count showed 3,900,000 red cells, 4,100 white cells and 78 per 
cent hemoglobin. Examination of the urine revealed a faint trace of albumin but 
no casts. A roentgenogram of the chest showed no evidence of tuberculosis. The 
sugar content of the blood was normal. The Wassermann reaction of the blood 
was negative. There is an elevation of temperature of about 1 degree every 
evening. Various topical applications have been used, but no improvement has 
resulted. The patient is at present receiving an equilibrated salt diet. 


DISCUSSION 

Dr. Joon E. RauscHKoLs: After examining this patient, I believe that one 
would have to consider lupus erythematosus, erythema multiforme and perhaps 
pemphigus. The clinical evidence is more in favor of lupus erythematosus. How- 
ever, the lesions on the hands, with some suggestion of iris formation, resemble 
erythema multiforme of the chronic type. Perhaps the condition could best be 
classified as the Senear-Usher type of lupus erythematosus. The prognosis, I 
believe, is not favorable. I suggest that cultures of the blood be made. 

Dr. H. N. Core: The lesions on the hands are characteristic of lupus pernio 
and, of course, would fit in with a diagnosis of chronic disseminated lupus 
erythematosus. Personally, I should not be willing to express a grave prognosis in 
this case. I think that many patients with this condition eventually recover. My 
co-workers and I have a patient at the Lakeside Hospital at the present time who 
has had this disease for a number of years. On several occasions we have thought 
that she was going to die, but she is still living, and she has had an involvement 
much more extensive than that exhibited by Dr. Netherton’s patient. 


Dr. H. J. Parkuurst, Toledo, Ohio: I should not be inclined to use a gold 
preparation in a case of this type. I think to do so would be rather dangerous, and 
I believe that bismuth therapy should be tried. 

Dr. Joon A. GAMMEL: Could Dr. Netherton give a little more detailed 
information concerning the equilibrated salt diet? 

Dr. E. W. NETHERTON: The diet we are using in this case is a modification of 
the Gerson salt-free diet, using a specially prepared equilibrated salt. We have 
not been using this routine long enough in this case to know whether it is going 
to be of value or not. The formula for the equilibrated salt is as follows: sodium, 
32.51 per cent; calcium, 1.42 per cent; potassium, 2.70 per cent; magnesium, 0.86 
per cent; chloride, 52.63 per cent; lactate, 3.79 per cent. This is made by the 
Nordmark Chemical Works, Inc., 66 Leonard Ave., New York City. As far as 
treatment with a bismuth or a gold preparation is concerned, I decided that for the 
present I should use only the diet in order to see whether any improvement results 
from that. 

Note.—The patient was presented at the next meeting of the society, in March, 
after she had been under treatment for approximately two months. The lesions 
on the hands had completely disappeared; on the elbows the eruption consisted 
of only a few pink scaly areas; on the upper portion of the chest it had cleared up, 
and the face showed marked improvement. In addition to the equilibrated salt 
diet, the patient received a transfusion of 150 cc. of blood and 10 grains (0.65 Gm.) 
of mass of ferrous carbonate three times a day. The diet has been rich in 
vitamins. 
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A Case For DiaGNosis. Presented by Dr. R. E. BARNey. 

S. S., a Jew aged 53, presents a lesion in the scalp which has been present for 
twenty-one months. It started as a dime-sized area and has gradually become 
larger until at the present time it measures approximately 9 cm. in diameter. It js 
associated with a moderate degree of itching. Approximately three weeks ago an 
eruption appeared on the trunk. The lesion in the scalp is circular; it is covered 
by a grayish, adherent crust, producing a matted effect with the hair. When the 
crust is removed the matted hairs are easily separated from their follicles appar- 
ently without pain. The root of each hair presents a small black dot. The scalp 
beneath the crust presents a reddish, inflammatory, weeping surface and a boggy 
consistency on palpation. There are a few scattered small lesions of similar char 
acter in the immediate neighborhood. There is no associated palpable cervical 
adenitis. Examination of the mouth reveals an extensive stomatitis and gingivitis, 
apparently due to Vincent’s bacillus. On the interscapular region and sparsely on 
the back and chest there are superficial, acutely inflammatory vesicular pustules 
varying from the size of a pinhead to that of a small pea. Crusts are present on 
some of these lesions. There is a similar impetiginous lesion on the upper lip. 
General physical examination revealed nothing abnormal. Repeated examinations 
of the hairs showed no spores or hyphae. Planting of hairs on Sabouraud’s 
medium was said to give negative results for fungi. The Wassermann reaction 
of the blood was negative. Cultures taken from exudate of the lesion on the scalp 
showed a pure culture of Staphylococcus aureus. Microscopic study of a section 
from the lesion in the scalp revealed nothing characteristic. 

Treatment has consisted of manual epilation of the involved hairs of the scalp 
and application of 5 per cent ointment of ammoniated mercury. Improvement has 
resulted from this treatment. The infection of the mouth with Vincent’s bacillus 
has improved considerably by the intravenous injection of neoarsphenamine and 
local applications of sodium perborate. 


DISCUSSION 


Dr. H. J. ParKuurst, Toledo, Ohio: It would be interesting to see what the 
Pels-Macht test would show. The lesions on the body of this patient resemble 
pemphigus. 

Dr. J. Encar FisHer: I believe that the clinical picture is more that of 
pemphigus than of any other disease, although there are some lesions that suggest 
a diagnosis of lupus erythematosus. 

Dr. H. N. Cote: The fact that this eruption on the body is of recent develop- 
ment, being secondary to a lesion on the scalp, could be interpreted as indicating 
that the condition is infectious. I should be inclined to classify the entire process 
as one of infectious eczematoid dermatitis. 

Dr. H. G. Miskj1an: The bullous lesions on the trunk are such as one would 
expect to see in pemphigus. The lesions in the mouth would fit in with that diag- 
nosis, but the condition on the scalp cannot be explained as ordinary pemphigus. 
One must remember, however, that many varieties of bullous diseases have been 
grouped together under the name of pemphigus. Often the diagnosis is difficult 
to make, because in many cases the disorder represents transitional types with 
features which one does not find in the ordinary chronic form. It is also known 
that certain clinical varieties of pemphigus are undoubtedly of infectious origin. 
These are called acute pemphigus, subacute pemphigus, etc. The condition of this 
patient may be regarded as a pemphigus of infectious nature the starting point of 
which may have been on the scalp. The lesion on the scalp preceded by many 
months the bullous eruption on the body. It has, moreover, the appearance of an 
infectious process, and the edematous inflammation may explain the loosening of 
the hairs. The disorder on the scalp cannot be called simple infectious dermatitis, 
for a dermatitis would be characterized by a diffuse eruption, and this patient’s 
eruption is not diffuse enough. Besides, it is too deep-seated. I am therefore 
inclined to regard the disorder as a transitional type of pemphigus, probably of 
infectious origin, half-way between pemphigus vulgaris on the one hand and true 
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fectious pemphigus on the other; in other words, I consider it an infectious 
yemphigus following a subacute, almost chronic, course. 


NotE.—This patient was presented at the next meeting of the society, in March. 
\fter being presented in February the patient was hospitalized at the City Hospital 
because of an acute exacerbation of the disease. The eruption consisted of tense 
vesicles from 1 to 2 cm. in diameter on a noninflammatory base; there was also 
veneralized involvement of the trunk, hands and feet, and there were lesions on 
the oral mucosa. The lesion on the scalp had become a large granulating ulcer 
vith an excavated appearance. Treatment with a blood coagulating preparation 
and iron cacodylate, according to the method of Davis and Davis, was instituted. 


DISCUSSION 


Dr. H. N. Cote: It is interesting to see the change that has taken. place in this 
patient since he was seen one month ago. Today the picture is unquestionably 
that of pemphigus vulgaris. Although he has had only a small amount of treat- 
ment by the method of Davis and Davis, there has been considerable improvement. 

Dr. R. E. Barney: Of particular interest in this case is the lesion on the scalp. 

is unusual, and perhaps it is unique in a case of pemphigus. 


SCROFULODERMA ; TUBERCULOUS OSTEITIS IN A PATIENT WITH PULMONARY TUBER- 
cuLosis. Presented by Dr. W. H. Connor for Dr. I. H. EINset. 

W. M., a Negro aged 20, from the medical service of the City Hospital, was a 
patient at the City Hospital from April 24, 1934, until Oct. 30, 1934. A diagnosis 
of pulmonary tuberculosis and tuberculous periostitis of the right foot was made. 
[he patient was readmitted to the hospital on Jan. 12, 1935, because of swelling of 
the right foot and discharging sinuses. Examination of the foot showed marked 
thickening of the foot, with several indolent discharging sinuses on the instep and 
over the ball of the foot. The skin surrounding the sinuses for 1 or 2 cm. showed 
an inflammatory dermatitis. Examination of the chest showed fluid in the right 
side, with evidence of consolidation in the right lung. The Wassermann reaction 
of the blood was negative. Tests with tuberculin in a 1: 10,000 dilution were 
positive. The sputum was positive for tubercle bacilli. Material discharged from 
the sinuses did not contain tubercle bacilli. 


DISCUSSION 

Dr. J. R. Driver: The swollen character of the foot, with the sinuses, resembles 
somewhat the clinical picture of Madura foot. However, there can be little ques- 
tion as to the tuberculous nature of the lesion. 

Dr. JoHN A. GAMMEL: I also believe that clinically there is a resemblance to 
Madura foot and also to actinomycosis, although the diagnosis of tuberculosis is 
undoubtedly correct. 

Dr. H. G. Miskj1AN: The diagnosis of scrofuloderma might be questioned. 
Ordinarily one thinks of scrofuloderma as being a secondary infection of the skin 
due to tuberculous discharge from a tuberculous adenitis. 

Dr. H. N. Cote: The condition on the foot should be classed as tuberculosis 
colliquativa, a name given to this condition by Jadassohn. It may be secondary 
to involvement of lymph nodes, bone or other tissue. 


TERTIARY SYPHILIS; GUMMA OF THE LunG. Presented by Dr. W. H. Connor. 


S. B., a woman aged 40, from the service of Dr. Cole and Dr. Driver at the 
City Hospital, in the spring of 1933 had a cold, on account of which she was confined 
to bed for approximately one week. This was followed by a persistent cough, and 
the patient lost 39 pounds (17.7 Kg.) over a period of a year. She felt weak, and 
her appetite was poor. She was examined by various physicians from timé to 
time, and the presence of pulmonary tuberculosis or pulmonary malignant degenera- 
tion was suspected. Roentgenograms of the chest revealed a mass in the upper part 
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of the left lobe; this was diagnosed as possible malignant degeneration. The 
Wassermann reaction of the blood was strongly positive. The patient was given 
antisyphilitic therapy, and up to the present time she has received ten injections 
of mapharsen (hemialcoholate of 3-amino-4-hydroxy phenylarsine oxide hydro- 
chloride) and twenty-five intramuscular injections of a bismuth preparation. She 
has gained 17 pounds (7.7 Kg.) and is feeling much better. The cough has dis- 
appeared, and recent roentgenograms of the chest showed that the lesion in the 
lung had practically disappeared. 
DISCUSSION 

Dr. H. N. Core: Tertiary syphilis of the lung is probably not as rare as one 
is led to believe. Any patient with symptoms of pulmonary involvement and with 
a history of long standing syphilis should be studied carefully from the standpoint 
of the formation of gumma. It is, of course, true that a syphilitic patient may also 
have tuberculosis. In this patient the response to antisyphilitic therapy has been 
striking. 


KERATOSIS FOLLICULARIS (DarigER’s DISEASE). Presented by Dr. C. J. SHEPArpD, 
Columbus, Ohio. 

C. W., a man aged 46, says that an eruption consisting of a small papule 
appeared on the leg about fifteen years ago. The process gradually became more or 
less generalized ; it was papular and was distributed symmetrically over the body. 
The papules vary in size from that of a pinhead to that of a pea; most of the 
papules are capped with a grayish-brown crust. On the abdomen and in the groins 
they are closely packed together, and in the region of the nipples they present a 
pronounced papillomatous appearance. The temporal region on both sides and the 
ears are rough and scaly, and there is a marked seborrheic scaling of the scalp. 
The nails are flattened and brittle. There are several superficial ulcers on the 
anterior surfaces of the legs. There are no subjective symptoms. The condition 
has remained practically stationary for several years. Biopsies on material from 
various lesions have corroborated the clinical diagnosis of Darier’s disease. 


DISCUSSION 

Dr..H. N. Cote: The members are fortunate in seeing such an extensive mani- 
festation of Darier’s disease. I was much interested in the variety of dyskeratoses 
exhibited by this patient; there are not only lesions on the skin but also changes 
in the nails and a rather suggestive leukokeratosis of the tongue, such as is some- 
times seen in patients with this condition. The changes of a papillomatous char- 
acter seen in the region of the nipples are striking and, as far as I know, quite rare. 

Dr. E. GIt_espre, Canton, Ohio: I wish to ask Dr. Shepard whether the 
changes in the nails exhibited by this patient are common in this disease? 

Dr. Howarp T. Puitiies, Wheeling, W. Va.: I have had a patient with 
manifestations similar to those of this patient. My patient had lesions on the legs 
which responded well to roentgen therapy; at least the ulcers disappeared 
completely. 

Dr. C. J. SHEPARD, Columbus, Ohio: Changes in the nails such as are presented 
in this patient, I believe, are not an uncommon manifestation of this disease. 


EarLY RELAPSE IN A CASE OF SECONDARY SyPHILis. Presented by Dr. W. H. 
ConNoR. 
Dr. W. H. Connor, from the service of Dr. Cole and Dr. Driver at the City 
Hospital presented a patient with an unusual type of early relapse of secondary 
syphilis, showing iritis, meningitis and nephritis. 


NECROTIZING ULCER CoMPLICATING ErysIPELAS. Presented by Dr. W. H. Connor. 


N. K., a man aged 25, from the service of Dr. Cole and Dr. Driver at the City 
Hospital, was admitted to the hospital on Jan. 2, 1935, because of enlargement 
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d painful inflammation of a gland of the left groin associated with a marked 
‘flammatory process of the overlying skin and surrounding area. A diagnosis of 
erysipelas was made. There was no genital lesion, and the last sexual intercourse 

1s on Dec. 25, 1934. The disease became more severe, and a brawny edematous 
cellulitis developed, with a central area of devitalized skin, which sloughed. At 
present the denuded area measures 20 by 12 cm. The area has started to heal at 
the borders. Treatment has consisted of hot compresses of peptone, irrigation 
with dilute solution of sodium hypochlorite and also compresses moistened with a 
1: 5,000 solution of potassium permanganate and application of a 5 per cent oint- 
ment of bismuth tri-bromphenate. 

DISCUSSION 

Dr. C. L. CummMer: About fifteen years ago I had a patient with an infection 
on the finger after which there developed an inflammation of the arm, involving 
the lymph nodes at the elbow and in the axilla. The patient had a high, toxic type 
of temperature. The process soon degenerated into a necrotizing type of ulcer, 
extending from the tip of the finger to the axilla. In many respects the condition 
in that patient resembled that in Dr. Connor’s patient. 

Dr. C. G. La Rocco: Ulcers of this type complicating erysipelas occur not 
uncommonly in my experience. I recall having seen one patient with a diphtheritic 
ulcer of the abdomen which resembled this patient’s lesion in many respects. 

Dr. E. GILLespie, Canton, Ohio: I believe that complications of this kind are 
sometimes seen in scarlet fever. 

Dr. Howarp T. Puivires, Wheeling, W. Va.: I had the opportunity of seeing 
a patient with a lesion similar to that of this patient. In that case the process 
was extremely malignant; forty-eight hours after the onset of the disease the 
patient was dead. I have had another patient who presented a gangrenous type 
of dermatitis following varicella; this also resulted in death. 

Dr. H. N. Cote: When I first saw this patient, the area of erysipelas was 
extensive, involving not only the region of the groins but also the lower portion 
of the abdomen and extending down over the thighs. Clinically it was charac- 
teristic erysipelas, with sharply marginated borders. There was evidence of 
suppuration of lymph nodes in the groins. At that time my co-workers and I con- 
sidered the possibility of the adenitis being the result of venereal disease. However, 
the patient had noted no primary lesion. The possibility of a malignant type of 
chancroid infection and that of lymphogranuloma inguinale were considered. Our 
tests with the antigen for chancroid and lymphogranuloma inguinale have been 
negative. Stookey, of Kansas City, has reported four cases of necrotizing ulcers 
following erysipelas (J. A. M. A. 103:903 [Sept. 22] 1934). He isolated a staphy- 
lococcus which, in his test, produced necrosis in the skin of rabbits. I believe that 
this case is similar to the ones reported by Stookey. 


LYMPHOGRANULOMA INGUINALE; ESTHIOMENE. Presented by Dr. W. H. Connor. 


I. D., a Negress aged 53, from the service of Dr. Cole and Dr. Driver at the 
City Hospital, states that twelve years ago she had a suppurating adenitis in the 
left groin which lasted several weeks. Shortly after healing had occurred the labia 
began to enlarge. The condition now present has persisted for approximately ten 
years. There is some scaling in the left groin. There is enormous hypertrophy 
and elephantiasis of the labia majora and labia minora. There is no ulceration, 
rectal stricture or local tenderness. Frei tests have been strongly positive. Intra- 
dermal tests with chancroidal antigen have been negative. 


DISCUSSION 

Dr. E. W. NETHERTON: I should like to know what the indications for treat- 
ment are in cases of this kind? 

Dr. H. N. Cote: My co-workers and I have not had many cases of this con- 

dition. In two instances we recommended vulvectomy. In both instances the 

operation proved to be of a rather serious nature, and we were doubtful concerning 
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the end-results. However, both patients have made excellent recoveries and, in m, 
opinion, this is the only method that offers any hope of success. Some French 
writers think that previous chancroidal infection is the cause of this condition: 
as in this case the test with chancroidal antigen was negative, I believe the con 
dition to be a sequela of lymphogranuloma inguinale. 


SAN FRANCISCO DERMATOLOGICAL ASSOCIATION 


Joun M. Graves, M.D., Secretary 
April 19, 1935 


R. Taussic, M.D., President 


Sarcoip OF Boeck. Presented by Dr. C. E. Scuorr, Sacramento, Calif. 


Mrs. K. J., aged 65, was born in Denmark and came to the United States in 
about 1896. She states that the trouble in the neck began when she was 18; at 
that time she had an operation for removal of swollen glands, the scars of which are 
evident. The postoperative recovery was of two weeks’ duration, and, according 
to the patient, no residual infection followed. There were no cutaneous lesions at 
that time. 

Twelve years ago a second operation was performed and “tumor masses,” which 
the patient describes as fatty in appearance, were removed from under the skin. 
After the second operation small nodules developed in the skin, which, according 
to the patient, were similar to the lesions which are now present. Some of them 
were excised but they recurred and others developed. 

My co-workers and I first saw the patient in May 1929, at which time she had 
several grouped submental lesions which were similar to those now present. The 
Wassermann reaction of the blood was negative at that time, and examination 
disclosed no other apparent pathologic manifestations. A biopsy was performed, 
and a questionable diagnosis of tuberculosis or syphilis was made. After this 
the patient was given four roentgen treatments over a period of seven months 
and antisyphilitic therapy. The condition cleared up and there were no recurrences 
until about six months ago. Since then the patient has had continually recurring 
nodules with satellites, until the present status has been attained. She has not 
been seen or treated since Jan. 7, 1930. The period of recurrence is a little 
indefinite. The patient states that the disorder has been worse in the last six 
months, 

The Wassermann and Kahn tests were negative. 

The results of biopsy of a cutaneous nodule were reported as follows: “On 
microscopic examination the nodule is seen to consist of skin and underlying 
tissue; it measures approximately 6 mm. in diameter and is quite firm. The 
surface is dark red. Section shows that the nodule consists of rather firm gray 
tissue which contains small light yellow areas. The microscopic examination shows 
the epidermis to be atrophied; little of the stratum corneum is seen. The stratum 
granulosum is decreased in thickness. The stratum germinativum appears normal 
except that the papillae are flattened. An occasional spur of epithelium dips into 
the underlying tissue. Separated from the epidermis by a thin layer of connective 
tissue and extending into the deeper layers of the corium are well defined clusters 
of epithelioid cells which are closely grouped and separated by a thin network of 
loose connective tissue. These groups of epithelioid cells show fairly well pre 
served cells which are arranged in the form of syncytium. Unlike tubercles, the 
epithelioid cells are not arranged radially about a central point; they are irregular. 
These clusters vary slightly in size and shape, and many of them contain a small 
core of leukocytes in the center. In places, small capillaries are seen to enter 
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1m the periphery of these groups of epithelioid cells. There is very little cellular 
reaction at the periphery of the nodules. The reaction consists for the most part 
f lymphocytes and plasma cells which are loosely scattered. The lesion extends 
to the adipose subcutaneous tissue but does not appear to involve it. Many of the 
vessels show obliterative endarteritis, especially in the deeper portion of the lesion. 
Giant cells are rare, but occasionally one containing four or five nuclei is seen in 
the groups of epithelioid cells. Caseation is not present.” 


DISCUSSION 

Dr. C. E. Scuorr, Sacramento, Calif. I first saw the patient ten or eleven 
years ago, when she was at the county hospital. When she came in she had 
lesions similar to those now present; they were grouped where the roentgen ray 
dermatitis is now present. Material was removed and a biopsy made to deter- 
mine whether the lesion was tuberculous or syphilitic. It was not possible to 
decide whether the lesion was a syphiloma or a tuberculoma. Roentgen treatments 
and antisyphilitic therapy were given. The lesions disappeared in seven or eight 
months. I did not see the patient again until a few days ago. 

The microscopic picture fits in typically with that of sarcoid of Boeck, and 
with the history I do not think that there is any question about the diagnosis. 

Dr. F. G. Novey Jr., Oakland, Calif.: It is of interest that this patient came 
from Denmark, where the incidence of sarcoid is much higher than it is in this 
country. 

Dr. A. E. InNGeELts: The incidence of sarcoid is higher in Denmark and in 
Norway than in other European countries. This may be due to many factors, 
such as lack of sunlight and poor hygienic conditions. 

Dr. H. J. Tempieton, Oakland, Calif.: The incidence of various tuberculous 
processes varies in different localities. In Vienna, Austria, one sees many cases 
of lupus vulgaris, whereas cases of sarcoid are relatively rare. On the other hand, 
in one day at the Riggs Hospital in Copenhagen, Denmark, about twenty patients 
with sarcoid were shown. 


CoccipioipAL GRANULOMA. Presented by Dr. FRANcis Torrey. 


Mr. C., a man aged 46, has red, raised, crusted granulomatous lesions on the 
neck and right side of the chest. These have a serpiginous configuration ard a 
marked tendency to coalesce. When the crusts are removed a bleeding granulom- 
atous surface is exposed, and from the borders thick yellow pus can be expressed. 

A small pustular lesion appeared on the left side of the neck three years ago. 
This was cauterized, but the eruption continued to spread. A productive cough 
and dyspnea on slight exertion appeared two years ago. 

The patient was born in Oregon; he lived there until the age of 29. For the next 
seventeen years he lived in the coastal valleys from Salinas to Santa Barbara 
County. During that time he was a butcher and a farmer. Except for the afore- 
mentioned cutaneous disorder the past history is irrelevant. The patient was a 
heavy drinker until two months ago. 

Physical and roentgen examination revealed cavities in both apexes and involve- 
ment of the upper two thirds of both lungs. The lymph nodes in the right anterior 
cervical region and axillae are slightly enlarged and nontender. The blood pressure 
is 105 systolic and 60 diastolic. The temperature has risen from 37.5 to 38 C. (97.7 
to 100.4 F.) during the two weeks the patient has spent in the hospital; it rises 
more every day. 

Coccidioides immitis was found on microscopic examination of pus and cultures. 
The sputum showed acid-fast bacilli but no Coccidioides. Results of other labora- 
tory examinations were normal. The patient took potassium iodide for several 
months before he entered the hospital. No other therapy has been given. 


DISCUSSION 


Dr. H. E. Miter: This patient presents a characteristic example of infection 
with Coccidioides. Both lungs are markedly involved. There has been absence of 
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the large subcutaneous abscesses that are usually seen in cases of infection with 
Coccidioides. The lesions are more of the warty type, such as are seen in cases 
of blastomycosis. 

The patient has received, over a long period, large amounts of pooled serum 
from Tulare County without any effect. At the present time he is receiving large 
doses of an acridine derivative. 

Dr. Francis Torrey: There is one complication: Acid-fast organisms have 
been found in the sputum. 

Dr. C. E. Scuorr, Sacramento, Calif: Were any Coccidioides found in the 
sputum? 

Dr. H. E. MILcer: At present there is no expectoration. 

Dr. Francis Torrey: The productive cough stopped six or eight months ago, 
and the patient has not had any sputum since. 

Dr. MERLIN MayNarp, San José, Calif.: I think that in simple forms of coc- 
cidioidal granuloma response to roentgen therapy often occurs. I believe | 
mentioned once that a patient with a similar condition which began with a lesion 
in the neck was treated with injections of antimony and potassium tartrate. In 
that case culture of the blood and of the sputum gave positive results. The lesions 
healed rapidly as a result of treatment with antimony and potassium tartrate 
alone. I think that if roentgen therapy and intravenous injections of antimony 
and potassium tartrate have not been tried, they should be. 

Dr. H. E. Mitter: My co-workers and I have hesitated to give antimony and 
potassium tartrate to this patient because he has been nauseated. We have treated 
two patients with large doses of that drug, and they became very uncomfortable 
while taking it. 

Dr. H. J. Tempieton, Oakland, Calif.: Have coccidioidin and copper been 
tried on this patient? 

Dr. H. E. MILter: No. My co-workers and I have had him under our care 
for only about six weeks. 

Dr. H. J. Tempreton, Oakland, Calif.: He would tolerate that treatment well. 

Dr. O. P. Dtepericu, Fresno, Calif.: My co-workers and I have treated some 
of the patients in the Fresno County General Hospital with colloidal copper, but 
it has had no effect. 

Dr. C. E. Scuorr, Sacramento, Calif.: I had seven patients who received 
coccidioidin and colloidal copper. Only two are living at present. 

Dr. H. J. TEmMpLeton, Oakland, Calif: Are these two patients well? 

Dr. C. E. Scuorr, Sacramento, Calif.: Apparently. One had a primary lesion 
on the hand, and one had osseous involvement. Neither of these two had pulmo- 
nary involvement, but the others did. 

Dr. H. J. TemMpieton, Oakland, Calif.: I think that any treatment that cures 
two of seven patients is worth trying. 

Dr. H. E. Miter: I think that the time will come when different types and 
species of the organisms are recognized and a more or less specific treatment is 
used for disorders due to each type. 

Dr. Tuomas J. CLark, Oakland, Calif.: Do not the members think that there 
is a great deal of personal idiosyncrasy in cases of infection with Coccidioides, as 
there is in tuberculosis? Some patients might respond well to certain types of 
treatment while others might not. 


TupercuLtous CERVICAL ADENITIS WITH Toxic Eruption. Presented by Dr. 
FRANCIS TORREY. 
Mrs. H., aged 31, was first seen on March 21. The eruption on the extremities, 
back and chest had been present for two weeks. There are purplish, tender, ill 
defined nodules and papules on both legs, and similar lesions, measuring about 0.5 
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| cm. in diameter, on the arms and shoulders. The eruption on the back con- 
sists of groups of small bright red papules, each group measuring about 0.5 to 1 
cm. in diameter. There are a few petechial lesions on the mucous membrane of 
the mouth and cheeks. There is marked edema of the ankles. During the past 
month the eruption on the back has cleared, but there have been recurring tender 
nodules and papules on the extremities. The patient has had some thoracic and 
abdominal pain, and she complains of constant fatigue. During the past seven years 
she has had three or four attacks of pain in the lower portion of the chest. She 
states that in February 1935 nodules were noticed on both sides of the neck; these 
have gradually increased to the present size. The eruption appeared two weeks 
later. 

The patient has one child, aged 11 years, who is well. 

Physical examination gave essentially negative results except for the cutaneous 
eruption and for bilateral enlargement of postcervical lymph nodes, the nodes being 
firm, discreet and numerous, and ranging from 0.5 to 1.5 cm. in diameter. 

\ test with 0.1 cc. of a solution of tuberculin (purified protein derivative) 

ntaining 0.002 mg. of tuberculin gave a positive reaction in twenty-four hours. 
Roentgen examination showed the heart and lungs to be normal; there were 
calcified glands in the left hilus and small areas of calcification in both sides of 
neck. 

While the patient was in the hospital her temperature was 37.6 C. (99.68 F.) for 
two days; during the rest of the period she was afebrile. 

Biopsy of a cervical node showed granulomatous tissue composed of small and 
large tubercles, some showing caseation necroses surrounded by epithelioid cells 
and Langhans giant cells. Staining of the lymph nodes showed numerous acid- 
fast organisms. The diagnosis was tuberculosis. 

A frozen section of a papule from the leg showed only slight inflammatory 
reaction. 

DISCUSSION 

Dr. Francis Torrey: This patient when first seen had an eruption resembling 
erythema nodosum on the legs. There were grouped papular lesions on the arms; 
and she complained of pain in the joints. About a month before she had noticed 
. enlarged glands in the neck. When she came to the hospital she was subjected to 
a thorough examination; this gave essentially negative results. When a node was 
taken from the neck for biopsy it was found to be definitely tuberculous. There 
were calcified glands in the left hilus and in the neck. The condition was thought 
to be erythema nodosum, tuberculid or lesions ushering in a generalized tuberculosis. 

Dr. Stuart C. Way: The diagnosis of erythema nodosum deserves first con- 
sideration, but there is also a type of erythema induratum which must not be over- 
looked. 

Dr. Francts Torrey: When I removed tissue for a biopsy, the wound bled 
profusely and the tissue was friable. I took a small papule and thought some 
subsequent ulceration of the lesion might occur, but the wound healed. So far, 
these lesions are not as tender as lesions of erythema nodosum usually are. 

Dr. G. V. KutcHar: Some of the lesions, I thought, looked like papulonecrotic 
tuberculids. Such lesions occur in glandular tuberculosis and commonly at the 
onset of pulmonary tuberculosis. 

Dr. O. P. Diepertcu, Fresno, Calif.: I believe, as Dr. Way does, that erythema 
induratum should be considered in this case. Dr. Ingels probably remembers a 
case he saw recently in which the disorder began in the same manner and about 
two years later became a typical lupus erythematosus. 

Dr. A. E. InGets: I think that the association of erythema induratum and 
papulonecrotic tuberculid is more frequent than is realized. I agree as to the 
possibility of a papulonecrotic tuberculid in this case, but the chance of these 
lesions being erythema induratum is a strong possibility, and whether papulone- 
rotic tuberculid is present is questionable. 
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Dr. H. E. Mitter: Why not just classify the disorder as a tuberculid? It js 
only of academic interest to classify it further. 

Dr. A. E. INcGELs: That would be a satisfactory term if one knew more about 
tuberculids. Until one does, it is probably better to classify them in separate 
groups. 

Dr. H. J. Tempieton, Oakland, Calif.: I think that there are transitional! 
forms in which it is difficult to say whether the condition is a variety of chronic 
erythema nodosum or acute painful erythema induratum. I think that both proc- 
esses are probably perivascular reactions to some toxic insult. I can conceive of an 
erythema nodosum being due to tuberculosis, and I .an also conceive of erythema 
induratum being due to streptococci. 

Dr. MERLIN MAYNARD, San José, Calif.: I should like to utter a warning as 
to the administration of tuberculin in these cases. Much higher dilutions should 
be used than ordinarily. Patients with these conditions are already reacting 
severely to tuberculous toxins, and the giving of too low a dilution might precipi- 
tate pulmonary infection. 


SYRINGOCYSTADENOMA. Presented by Dr. S. C. Way. 

Mrs. T. C., aged 27, a native of Peru, was presented before this society on 
April 9, 1931, and her condition was diagnosed as colloid milium. 

The lesions, somewhat yellowish, are slightly elevated and vary in size from 
that of a pinpoint to that of a small pea. They are more or less evenly distributed 
over the eyelids and adjoining areas, being especially prevalent beneath the lower 
lids. 

Biopsy of a lesion from the left upper eyelid showed the stratum corneum to 
be moderately thickened and the basal cell layer to contain many pigment granules 
In the corium there was localized cellular infiltration ; clumping of the elastic fibers, 


as well as round and oval masses of epithelium and epithelium-lined tubules could 
be seen. 

Examination of a cross-section of some of the tubules indicated that they are 
actively secreting. There were certain modifications in the shape of the glandular 
cells; they were deformed, being somewhat flattened, and contained large vacuoles. 
The cells on the opposite sides of the gland came in contact with one another so 
that the lumen of the glomerulus seemed partitioned off by epithelial bridges. 


DISCUSSION 


Dr. Stuart C. Way: Four years ago I presented this patient with a diagnosis 
of colloid milium. No one disputed the diagnosis at that time. About one month 
ago the woman appeared at the office and permitted a biopsy to be done. The 
microscopic diagnosis was syringocystadenoma. Some regard this condition as a 
form of nevus, and as the patient's daughter had a few similar lesions about the 
eyes, I am inclined to place the disorder in that classification. 

Dr. A. E. INGEts: I should like to see the sections. I should be inclined to think 
that syringocystadenoma, epithelioma adenoides cysticum and adenoma sebaceum 
(Pringle’s disease) are all the same except that in one case one feature, and in 
another case another, predominates. In the investigation of all the cases reported, 
I reviewed the literature, trying to spot the hereditary factor. In no instance of 
syringocystadenoma was I able to prove that a familial incidence existed. On the 
other hand, patients with epithelioma adenoides cysticum showed lowered mental 
efficiency and a familial tendency. 

Adenoma sebaceum (Pringle’s disease) is different from adenoma of the seba- 
ceous glands, and I think that the term adenoma sebaceum should not be used to 
designate epithelioma adenoides cysticum—it is a misnomer. Incidentally, my 
co-workers and I observed a case of epithelioma adenoides cysticum syringoma 
about a week ago, and in the sections there were hyperplasia and formation of 
cysts in and from the epidermis. Other features resembled those of syringoma. 
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is explains my contention that in some cases the features of epithelioma and in 
e cases the features of syringocystadenoma are predominant. I found that one 
the cystic lesions degenerated into what resembled a sweat duct, but this lesion 
sild not be traced into a sweat gland. 


CASE For DraGnosis. Presented by Dr. H. J. TemMpLeton, Oakland, Calif. 


Mrs. W. W., aged 23, presented herself on Feb. 18, 1935, because of a number 

f coin-sized whitish atrophic areas over the back, chest and abdomen. She stated 
at these areas had been appearing during the last five years, each one persisting 
fter it had appeared. 

[he patient is nine months pregnant. Over the back, chest and abdomen there 
ire lesions varying in size from that of a quarter to about 3 inches (7.52 cm.) in 
diameter. They are smooth, nonindurated, whitish and somewhat atrophic. Three 
if them, particularly the one over the lower portion of the abdomen, are surmounted 
huge blebs. 

No history of ingestion of drugs could be obtained. 
[wo diagnoses suggest themselves: morphea and dermatitis factitia. 


hy 


A section is presented. 
DISCUSSION 
Dr. G. V. KutcHar: In regard to the diagnosis of scleroderma, the lesions 
-e sometimes described as edematous in the early stage, and vesiculation has been 


il 


reported, but I do not know whether bullous lesions have been observed. 


Dr. H. E. Mitrter: The lesions on which those bullae occur are old lesions— 
simply scars—are they not? 

Dr. H. J. Tempieton, Oakland, Calif.: Yes. 

Dr. H. E. Mitrer: In cases of acute scleroderma vesicles are occasionally 
ibserved, but I have never seen bullae. These seem to be old lesions of scleroderma 
with bullae superimposed. I think that friction from clothes may be enough to 
cause them. 

Dr. C. E. Scuorr, Sacramento, Calif.: There are circumscribed lesions within 
in area of atrophy, and inside the lesion there is almost the cigaret paper type of 
atrophy. The patient says that she had no bullae in that area. 


NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


E. W. Asramowitz, M.D., Secretary 
May 7, 1935 


R. H. Rutison, M.D., Chairman 


\ Case For DraGNnosis (Fotticutitis DECALVANS?). Presented by Dr. EUGENE 

F. TRAUB. 

R. G., a woman aged 35, born in the United States, a housewife, is presented 
from the Skin and Cancer Unit of the New York Post-Graduate Medical School 
ind Hospital because of an eruption which has been present for six months. On 
the scalp there is an irregular patch of alopecia with some tufts of hair growing 
in its center, and a diffuse alopecia extends beyond the distinct borders of the 
patch. Groups of follicular keratotic plugs are present in areas entirely devoid 
of hair and also in hairy areas about the margin of the patch. There is a dry, 
scaly crust with no macroscopic pustules. On the left hand, especially on the thumb 
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and on the base of the thumb, are several lesions suggestive of papules of lichen 
planus. A mark of scratching on the same thumb shows a streak of similar papules, 
On the right hand there are several flat papules on the third finger. On the right 
elbow there is a lichen planus-like papulosquamous lesion which has been present 
since birth. There is a follicular keratosis on the extensor surfaces of the arms 
and legs. 

DISCUSSION 

Dr. SAMUEL FELDMAN: Originally Graham Little called this type of disorder 
folliculitis decalvans and lichen spinulosus. Later he changed his opinion and 
came to the conclusion that the disorder was not folliculitis decalvans or lichen 
spinulosus. It seems to be lichen planus et acuminatus atrophicans. I reported a 
similar case several years ago (ArcH. Dermat. & Sypu. 5:102 [Jan.] 1922), 
Dr. Traub’s patient has the lesions on the scalp only. Two patients whom I am 
about to present have lesions on the scalp which are identical with those of Dr. 
Traub’s patient, namely, patches of atrophy with dilated follicles and horny plugs 
in the surrounding area. The sections taken from the lesions of this patient show 
dilated follicles with horny plugs and a lymphocytic infiltration around the follicle. 
The microscopic picture is identical with that in sections from my patients’ lesions. 
I think that the condition is lichen acuminatus atrophicans. 

Dr. SIGMUND PoLiitzeER: The term lichen ruber acuminatus has passed out 
of the nomenclature. At the first International Congress of Dermatology in 1889 
it was shown that the disease described by Hebra as lichen ruber acuminatus is 
identical with the disease described by Devergie as pityriasis rubra pilaris. The 
condition in Dr. Traub’s patient is certainly not Devergie’s disease. 

Dr. SAMUEL FELDMAN: Pityriasis rubra pilaris of Devergie is regarded as an 
entity entirely different from lichen planus. The disease in the patient presented 
tonight is often associated with lichen planus and affects the hair follicles. One 
may call it lichen planopilaris, if one wishes. It appears in the form of a horny 
plug surrounded by a lymphocytic infiltration and an increase in the granular layer. 
There is lymphocytic infiltration even into the basal layer, destroying that layer 
and producing all the typical symptoms of lichen planus. Therefore, the condition 
cannot be called pityriasis rubra pilaris. There are no lesions on the dorsa of the 
hands and fingers. I think that the name lichen acuminatus is as suitable for this 
condition as any other. 

Dr. Eucene F. Traus: This patient is presented for diagnosis as I do not 
know exactly how to classify this condition; it belongs in a group of which I have 
seen representative disorders from time to time. After reading the report of 
Graham Little and McCafferty, I followed their opinion and several years ago 
reported a case as one of folliculitis decalvans associated with lesions of lichen 
spinulosus on the trunk. After my article was published Graham Little wrote to 
me that he had changed his point of view on that subject and regarded these 
conditions as a type of lichen planus. Since that time I have examined all my 
patients with folliculitis decalvans, pseudopelade or cicatrizing alopecia to see 
whether they have associated lesions on the body. At first glance the condition 
of the patient presented this evening seemed to fit more closely into the category 
of lichen planus than any I have seen. There were a few papules on the fingers 
which my co-workers and I thought might be papules of lichen planus, especially 
as we found a mark of scratching along which there were a number of such papules. 
The patient, however, stated that these lesions had been present since early infancy, 
and after a more careful study it appeared probable that they are simply lesions 
of verruca plana juvenilis. There were no lesions in the mouth or elsewhere on 
the body, but on the extremities there was a rather pronounced keratosis pilaris. 


ACRODERMATITIS CONTINUA OF HALLOPEAU. Presented by Dr. A. BENSON CANNON. 


The patient was presented before the New York Dermatological Society in 
January (Arco. Dermat. & SypxH. $32:352 [Aug.] 1935). 
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DISCUSSION 

Dr. EuGENE F. Traus: The patient has been presented before the society 
at least two or three times, and many of the members saw him when the lesions 
were fully developed. I had not seen him for several years; last fall he came to 

e again because I had treated him previously at the New York Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital. Last fall 
his eruption was more widespread and more aggravated than ever before. I pre- 
sented him then before the New York Dermatological Society, and the question 
arose as to whether the condition might be pustular psoriasis. As Barber has 
established a cleancut distinction between pustular psoriasis and Hallopeau’s dis- 
ease, there seems to be no real basis for the suggestion of pustular psoriasis in 
this case. This is a typical case of Hallopeau’s disease. As the patient needed 
hospitalization and treatment, Dr. Cannon took him to the New York City Hospital. 
In the seven years that I have followed this patient, I have never seen as much 
improvement as he now shows. He has suffered from this process continuously 
since he was about 1 year old, and he is now 24. The disease has been constant, 
with no marked improvement except for a short time, many years ago, when his 
family physician gave him a number of injections of arsphenamine, which produced 
some temporary relief. Because of this my co-workers and I gave him arsphen- 
amine together with all types of local remedies, but only slight temporary improve- 
ment resulted. Tonight one would hardly be able to recognize the process as being 
acrodermatitis continua. Dr. Cannon’s treatment appears to have brought about an 
improvement which I did not consider possible. 

Dr. HERMANN Feit: I presented this patient about five or six years ago, 
and I remember I had a hard time to convince Dr. Lapowski at that time that the 
condition was Hallopeau’s disease. I should like to know how Dr. Cannon treated 
the patient because this is the first case of the condition I have ever seen in 
any country in which such remarkable improvement has taken place. I should 
also like to know how long this patient has been free from lesions. 

Dr. A. BENSON CANNON: It was through the kindness of Dr. Traub that my 
co-workers and I were allowed to study and treat this patient at the New York 
City Hospital. Our treatment has consisted in administration of a high caloric diet 
and halibut liver oil, injections of an iron preparation, fever therapy—with sterile 
milk, colloidal manganese and typhoid vaccines—and attention to local cleanliness. 
As soon as one protein failed to produce fever, we used another. We also gave 
injections of autogenous Staphylococcus aureus vaccine intracutaneously around 
the affected parts. In the beginning the skin was markedly thickened, crusted and 
macerated; we used a 10 per cent solution of salicylic acid for a few days and 
then curetted the dead skin and put on wet dressings of potassium permanganate 
and later applied solution of aluminum acetate U. S. P. We have spent about 
two hours twice a week removing the dead skin. The patient also received gener- 
alized irradiation from a carbon arc lamp, but these treatments had to be discon- 
tinued because they produced a dermatitis that was not unlike the condition present 
on the hands. While the patient appears well, he still has several vesicles filled 
with cloudy fluid every day or so. We hope to continue the treatment for a few 
months longer, and we trust that we may be able to present him later as cured. 


PyopERMA. Presented by Dr. A. BENSON CANNON. 

L. P., a Jew aged 50, is presented from the New York City Hospital because 
of an eruption of eleven months’ duration. After the patient underwent an opera- 
tion for a tumor of the pituitary gland about one year ago, there developed an 
infection in the operative wound of the scalp. About six weeks after the purulent 
discharge began numerous bullae appeared on the body and extremities which were 
diagnosed by several dermatologists as pemphigus. The body and scalp have been 
almost free from lesions several times; the improvement on the body usually 
corresponded with the improvement on the scalp. The patient has felt perfectly 
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well physically and has had no lesions on the mucous membrane. There has been 
considerable itching, and sometimes hivelike lesions have appeared. 

The patient is well developed and well nourished, somewhat pale and not acutely 
ill; he has numerous bullae over the surface of the body, most of which are filled 
with a yellowish puslike material. Some of the bullae have ruptured, leaving 
raw, bloody areas. Much inflammation surrounds the lesions, especially those that 
are purulent. The hair is matted with crust and pus, and clipping and shaving 
of the hair on the scalp reveal several discharging sinuses; a probe may be passed 
beneath the scalp from one sinus to another without difficulty. 

Treatment has consisted of baths with solution of potassium permanganate. 
attention to cleanliness, application of wet antiseptic dressings to the scalp and 
irrigations of the sinuses of the scalp. 

DISCUSSION 

Dr. AporpH RosteENBERG: I was extremely interested in seeing this patient 
because I have tried to locate him for the past year. Two years ago he came to 
the clinic of the Bronx Hospital exhibiting acute and typical pemphigus. He had 
lesions of the mucous membranes and large bullae all over the body. At that 
time Macht had suggested the treatment with methylthionine chloride U. S. P. 
(methylene blue) for pemphigus, and my co-workers and I tried it on this and on 
another patient in the wards at the same time. In this patient the improvement 
was spectacular; the disorder cleared up, leaving only severe pigmentation all over 
the body. The patient gained weight, and on discharge from the hospital he was 
sent to a home for convalescent patients. He then disappeared, and we tried in 
vain to find him. I am astonished to see him here tonight. He has lesions of 
pemphigus on the body now. He has several bullae, and, in my opinion, the lesions 
on the scalp are those of pemphigus. He is in a much more run down condition 
now than at any time before. 

Dr. Louis Tutrpan: I think I can enlighten Dr. Rostenberg as to what hap- 
pened to this patient. He entered the Bellevue Hospital several months ago with 
the typical appearance of pemphigus, i. e., a generalized bullous eruption with bullae 
in the mouth. The Pels-Macht test showed a strongly toxic reaction. There were 
enormous bullae on the scalp, but the patient had sustained some injury to the 
scalp. I understand he has a glioma which produces mental symptoms. He dis- 
appeared from the ward, and I found out a few days later that he had been 
transferred to the psychopathic ward. Now he is at the New York City Hospital. 
He had typical pemphigus. He had received methylthionine chloride at the Bellevue 
Hospital and improvement resulted from that treatment. He also received applica- 
tions of gentian violet to the entire body. He looks much better than he did when 
I saw him for the first time. 

Dr. SAMUEL FELDMAN: I had this patient under my care for three months 
right after Dr. Rostenberg treated him at the clinic. The service changed then, 
and he came in in a miserable condition. His mouth was full of bullous lesions; 
there were bullous lesions around the anus, and the entire body was covered with 
large flaccid bullae. He was treated with methylthionine chloride. I believe 
he had received about fifty intravenous injections by the time I went off the 
service. Dr. Rostenberg thought that this and the other patient to whom he 
referred were cured by the treatment with methylthionine chloride. The other 
man died. The members can see the result in this patient. He weighed 215 pounds 
(97.5 Kg.) before, and now he weighs only 150 pounds (68 Kg.). 

Dr. A. Benson CANNON: This case illustrates the difficulty which is some- 
times encountered in establishing the diagnosis of pemphigus, especially when the 
lesions have disappeared. The numerous dermatologists who had observed this 
patient at the various clinics that he attended believed that he was suffering from 
pemphigus. When he was admitted to the New York City Hospital his scalp 
was covered with a thick, yellow crust, beneath which was much pus. When 
the crust was removed, sinuses were found burrowing underneath the scalp and 
discharging a thick puslike material. The lesions on the body were circinate, 
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ilar, crusted and accompanied by considerable surrounding inflammation. 
iuse of these findings and of the patient's statement that the trouble followed 
nfected wound of the scalp, my co-workers and I felt justified in assuming that 
had pyoderma and that his lesions were due to a staphylococcic infection pro- 
ing an erythema multiforme-like condition. After the infection of the scalp 
ad cleared up as a result of shaving the hair, removing the crust, applying wet, 
tiseptic dressings and subjecting the patient to baths with solution of potassium 
nermanganate, the skin practically healed. The patient has never been acutely ill, 
| he has not shown the hopeless expression that is usually seen in persons 
iffering from pemphigus. 


ENICAL DeRMATITIS. Presented by Dr. A. BENSON CANNON. 


G. B., a man aged 53, is presented from the New York City Hospital, where he 
vas admitted on Dec. 17, 1934, with a generalized erythema, swelling, exudation, 
rusting and intense itching of the skin. The swelling and exudation were more 
marked on the extremities and around the eyes. There was nothing in his occupa- 
tion or surroundings to account for the condition. As the blood and urine showed 
abnormal quantities of arsenic, the condition was considered to be arsenical poison- 

and the patient had been given six injections of sodium thiosulfate when I 
left the service. The physician in charge then treated him symptomatically. 

\ few weeks ago, when I resumed the service, large quantities of arsenic were 
again found in the blood, urine and hair. The patient then admitted for the first 
time that the dermatitis had appeared after he received seventy-two injections of 
neoarsphenamine given for an old syphilitic infection. Treatment with injections of 
sodium thiosulfate, colonic irrigations, roentgen irradiation and applications of 
boric acid ointment was resumed, and within a few weeks the skin had entirely 
cleared up. 

Subsequently there developed about twenty red, scaly plaques from the size 


of the extremities and buttocks and bore a striking resemblance to psoriatic lesions. 
[he patient’s general health has been excellent. 

The object in presenting him tonight is to show a proved case of arsenical 
dermatitis in which the diagnosis had been uncertain because of the patient’s 
inreliable history and because of the psoriasiform lesions following arsenical 


f a pea to that of a dime; they were located mainly over the extensor surface 


dermatitis. 


Curonic LymeHatic LEUKEMIA WITH CHRONIC ULCERATIONS AND DERMATITIS. 

Presented by Dr. A. BENSoN CANNON. 

J. L., a man aged 68, a Russian, is presented from the New York City Hospital. 
He has suffered from chronic lymphatic leukemia for five years and from ulcera- 
tions on the left buttock and right thigh for two and one-half years. He was 
treated for chronic lymphatic leukemia of three years’ duration at the Bellevue 
Hospital and at the Sydenham Hospital. At the Bellevue Hospital he received 
radiation therapy, which seemed to alleviate the condition. On admission to the 
New York City Hospital his only complaint was of large ulcerations over the 
sacrum and buttocks. 

Extending over the right sacral area on to the right buttock is a purplish 
area of shiny, infiltrated skin with shaliow ulcers at two sites. One of these ulcers 
is lined by thick, edematous skin with overhanging edges. The surface of the 
ulcer is red and exhibits flat granulations. The other ulcer is mostly overgrown 
by finger-like processes of tissue which resemble the remainder of the lesion. On 
the anterior aspect of the lower one third of the right thigh is a large rectangular 
ulcer, measuring approximately 8 by 3 cm. The base is shiny and covered with 
healthy-looking granulations which are markedly edematous. The skin around 
this area is shiny, purplish, infiltrated and mottled. At the margin of the ulcer 
there are thin, pearly buds of epithelium. 
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The report on a biopsy was as follows: The epithelium was preserved through- 
out. In some parts it was perfectly normal. In others it showed a moderate edema, 
acanthosis and hyperplasia. The histologic diagnosis is chronic and acute derma- 
titis; ulcer of the skin with acute and chronic inflammation. 

The Wassermann test was negative. The blood count showed 70 per cent 
hemoglobin, 3,850,000 red cells and 86,400 white cells, with 9 per cent polymorpho- 
nuclear leukocytes, 1 per cent eosinophils and 90 per cent lymphocytes. 


DISCUSSION 

Dr. Frep Wise: Are the blood counts presented on the history card sufficiently 
characteristic to justify the diagnosis of lymphatic leukemia ? 

Dr. A. BENSON CANNON: The diagnosis of leukemia was based on the results 
of the blood counts and not on the cutaneous lesions. Blood counts made on several 
occasions showed a typical picture of leukemia. The total number of white blood 
cells is 86,000, with 92 per cent lymphocytes. The patient was transferred from 
the medical service, where the internist had diagnosed the condition as _ typical 
leukemia. The question my colleagues and I had to answer was whether the 
thickened, lichenified condition and intense itching present on the lower extremities 
and buttocks was a manifestation of leukemia or just a dermatitis occurring in a 
leukemic patient. Sections of the skin showed only a simple inflammatory process, 
and so did tissue removed from the granulating, cauliflower-like ulcerations on 
the backs of the thighs. The patient is presented with a diagnosis of leukemia 
with a simple inflammatory eruption and ulcerations on the lower extremities. 


A Case For DracGnosis (ROSACEA? POLYCYTHAEMIA VERA? SEBACEOUS 
ADENOMA?). Presented by Dr. Georce M. Lewis and Dr. FRANK GRAUER. 


H. G., a man aged 60, is presented from the New York Hospital with an 
eruption on the face and scalp of seven weeks’ duration. There is a diffuse con- 
gestive redness on the face and scalp, extending to the nape of the neck. The 
forehead shows irregular infiltrations. There are also a number of scars. On 
the back there are some follicular pustules. The eyes show telangiectasia. The 
spleen is not palpable. The diagnosis made in a general medical clinic was arterio- 
sclerotic heart disease. The blood pressure was 132 systolic and 78 diastolic. The 
urine gave a 1+ reaction for albumin; it contained a few white blood cells and 
one or two granular casts per high power field and had a specific gravity of 1.030. 
Gastric analysis showed free hydrochloric acid 25 and total acidity 41+. The sero- 
logic tests were negative. The basal metabolic rate was +5 per cent. 

On April 12, 1935, the blood count showed 98 per cent hemoglobin, 5,200,000 
red cells and 9,200 white cells, with 62 per cent adult and 8 per cent immature 
polymorphonuclear leukocytes, 17 per cent lymphocytes, 10 per cent monocytes, 
2 per cent eosinophils and 1 per cent basophils. On April 24, 1935, the hemoglobin 
content was 95 per cent, and there were 5,110,000 red cells and 10,400 white cells, 
with 54 per eent adult and 11 per cent immature polymorphonuclear leukocytes, 
20 per cent lymphocytes, 11 per cent monocytes, 2 per cent eosinophils and 2 per 
cent basophils. 

Biopsy of material from a nodular lesion on the forehead revealed hyperplasia 
of the sebaceous secretory apparatus. Several of the hypertrophied glands showed 
necrotic centers and even formation of small cysts, three of which may be seen 
in the section presented. Many of the sebaceous glands and hair follicles were 
surrounded by a considerable accumulation of inflammatory cells, chiefly lympho- 
cytes. The diagnosis as based on the microscopic examination was: sebaceous cysts, 
chronic inflammation and hyperplasia of the sebaceous glands of the subcutaneous 
tissue. 

DISCUSSION 

Dr. Georce M. Lewis: The nature and cause of the diffuse redness are not 

known. The appearance would fit in with polycythemia, but there are no con- 
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Grmatory findings. Rosacea of the erythematous type is apparently the only other 
nossibility, but the involvement of the ears and back of the neck argue against 


that diagnosis. The elevated, yellowish lesions on the forehead were proved to 
he senile sebaceous adenomas, fully described by Nomland (Arcu. Dermat. & 
Sypu. 22:1004 [Dec.] 1930). 


\ CASE FOR DIAGNOSIS (PARAPSORIASIS VARIOLIFORMIS?). Presented by Dr. 

Frep WISE. 

R. L.. a man aged 37, born in Italy, first presented himself at the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital on 
May 9, 1935; he complained of an eruption of three weeks’ duration. Before the 
appearance of the eruption the patient had had an infection of the upper portion 
of the respiratory tract and had taken quinine by mouth, rubbed himself with 
“Vick’s Vaporub” (only on the chest) and also used “Copenhagen snuff.” The 
eruption is pruritic, and the patient has used various proprietary remedies without 
benefit. 

There is a widespread eruption involving primarily the extremities and the 
buttocks but also to a lesser degree the torso, the penis, the lips and the soft 
palate. The eruption consists of numerous superficial papules, pustules and vesicles ; 
some lesions are scaly; others are covered with a crust; they vary in color from 
hemorrhagic red to fawn color, are oval or circinate, measuring about 4 mm. in 
diameter, and do not show any tendency to grouping. The lesions are closely 
placed and numerous; some of them are definitely varioliform. There is a mild 
pruritus. 

The Wassermann test was positive; the patient stated that he had a chancre 
many years ago. At present there are no evidences of active syphilitic infection. 


DISCUSSION 


Dr. Louts CHarGIN: I hesitate to make a definite diagnosis in this case. 
I should like to know whether pityriasis lichenoides et varioliformis occurs on the 
mucous membranes. This patient has definite lesions on the hard palate as well 
as on the lips. That fact seems to argue against that diagnosis. The most likely 
diagnosis appears to be an eruption due to a drug, possibly an iododerma. 

Dr. E. W. AsramowitTz: I agree with Dr. Chargin’s comments. I think this 
is a toxic eruption for the simple reason that it is unusual to see an eruption on 
the lips and palate in any type of parapsoriasis. I suggest that the patient be 
thoroughly examined. In one case I have seen an eruption of this kind appear 
at an early stage of Hodgkin’s disease. 

Dr. Loutrs Tuttrpan: I think another point in favor of a diagnosis of toxic 
eruption is that some of the lesions are purpuric. The color could not be expressed. 

Dr. Frep Wise: With regard to Dr. Chargin’s remarks, in the last two years 
three cases of parapsoriasis varioliformis with lesions in the mouth have been 
described; one of these was a case Dr. Satenstein and I reported (Acta dermat.- 


venereol. 16:3 [Oct.] 1933. 


Nevus; ADENOMA SEBACEUM. Presented by Dr. A. BENSON CANNON. 


L. W., a girl aged 4 years, is presented from the Vanderbilt Clinic because 
of an eruption involving the scalp and the left side of the forehead, which has 
been present since birth. 

At birth the child presented a reddish discoloration of the left portion of the 
forehead and left upper eyelid. A plastic repair was made on the eyelid five 
months ago, At the age of 8 months she began to have attacks which consisted 
of a sudden waking from sleep with a start. Lesions on the forehead have developed 
gradually during the past year and a half. The patient’s father is said to have 
a similar type of lesion on the scalp. 
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There is an oblong area, 6 by 2 cm., extending from the left side of the fore- 
head into the scalp. The hair is thin. This mass is hard, elevated and somewhat 
discolored. There are several smali elevated pink areas on the forehead, and 
one such area is present on the left upper eyelid. On the nose and cheeks in a 
butterfly distribution, there are a number of dilated blood vessels with pinhead- 
sized papular lesions. 


DISCUSSION 


Dr. CHARLES Wor: This patient was an inmate at the Morrisania Hospital 
for about three months. At that time I made a diagnosis of tuberous sclerosis 
and hypernephroma, in addition to that of adenoma sebaceum. There is a history 
of repeated attacks of convulsions, and the skull shows a peculiar asymmetry. The 
possibility of a tumor of the cerebrum has to be kept in mind. The mother states 
that the convulsions have been rarer in the past year. The syndrome of adenoma 
sebaceum, hypernephroma and tuberous sclerosis occur together in this congenital 
anomaly. 

Dr. E. W. Asramowitz: Did Dr. Wolf say hypernephroma? 

Dr. Cuartes WortF: A tumor of an adrenal gland is generally present. 

Dr. E. W. AsraAmowitTz: The lesions of adenoma sebaceum are usually asso- 
ciated with tuberous sclerosis in other organs. However, if this patient has a 
true hypernephroma, it probably is a coincidence. 


ERYTHEME ANNULAIRE CENTRIFUGE (DARIER). 


A. E., a man aged 19, single, born in the United States, a clerk, is presented 
from the Skin and Cancer Unit of the New York Post-Graduate Medical School 
and Hospital because of an eruption involving the trunk and extremities which 
began three months ago. Except for a slight rise in temperature one month ago 
the patient has been in excellent health. He had taken ex-lax and feenamint at 
the time of onset of the eruption. 

There is an eruption involving the trunk and extremities. It consists of multiple 
annular and circinate lesions varying from 1 to 10 cm. in diameter. The borders 
of these lesions are raised about 1 mm. and are rose-red, definitely infiltrated 
and of almost cartilaginous consistency. The interior of the lesions is at a level 
with the skin, of normal consistency and grayish blue. The patient has been taking 
calcium lactate daily, and he states that the lesions on the forehead have disappeared 


DISCUSSION 


Dr. SicGMUND Pottitzer: I do not clearly understand the differentiation 
between Lipschitz’ erythema chronicum migrans and erythéme annulaire centri 
fuge (Darier). I thought this was a case of Darier’s erythema. I should like to 
have the diagnosis explicated or differentiated. 

Dr. Marion B. SutzsBercer: I think that in these cases of annular circinate 
progressive eruptions of urticarial or erythematous type with clearing centers and 
more or less open or almost closed rings, it is often difficult to make a differential 
diagnosis between the Darier form and the Lipschitz form. As I understand it, 
one main difference is that the Lipschtitz form (erythema chronicum migrans) 
usually begins with only one lesion which continues to progress, whereas the 
Darier type is multicentric in origin. The question of the identity on the one 
hand with erythema multiforme and on the other hand with dermatitis herpeti- 
formis is also an object of frequent debate in the literature. I think most authors 
are agreed that this disease is related to dermatitis herpetiformis. This case, as 
I see it now, seems to be of the Darier type, which is known as erythéme annulaire 
centrifuge or erythéme papulocirciné migrateur et chronique. 

Dr. E. W. Asramowitz: I think there are other forms of this dermatosis 
besides the Lipschtitz and the Darier types. One was described by Jadassohn and 
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nother by Strempel. They are grouped as atypical types of erythema in Jadas- 

n’s “Handbuch der Haut- und Geschlechtskrankheiten.” 

Dr. Henry D. Nites: I am much interested in this patient because I had a 
natient with a similar condition last year. I looked up all the literature I could 
find on the subject. I found quite a few descriptions of cases, but nowhere could 
| find any theories as to etiology or suggestions as to therapy. If any of the 
members has anything to say on the subject of the possible etiology or treatment, 

should be much interested to hear it. The various treatments I tried have been 
unsuccessful. 

Dr. HerMAN GoopMAN: As to treatment, one of the younger physicians pre- 
scribed methenamine and the eruption cleared up. That may have been a coin- 
cidence. Later I tried that remedy and it failed to produce results. It may be 
that in the first case the result was an accident and that the disorder would have 
cleared up anyway. At any rate, the administration of methenamine and the 
clearing up of the lesions coincided. 

Dr. Louts TuLtpAN: I saw a case in which the disorder cleared up after 
intravenous administration of typhoid vaccine. 

Dr. SIGMUND PoLiitzerR: I have seen a case in which it cleared up without 
any treatment. 

Dr. Frep Wise: My co-workers and I saw this patient for the first time today, 
and we are unable to give any account as to the progress or retrogression of the 


lesions. 


CARCINOMA OF THE GLANS PENIS (ORIGINALLY ERYTHROPLASIA OF QUEYRAT?). 
Presented by Dr. Lours CHARGIN. 


P. W., a man aged 66, states that about sixteen months ago he noticed that the 
meatal opening was getting smaller. Sounds were passed to enlarge the opening, 


and soon an erosion appeared at the meatal opening. The erosion has spread 
so that it now occupies an irregularly round area of about one half the surface 
of the glans. The lesion is eczematoid; it is rather superficial at the borders 
but infiltrated at the meatus. The entire lesion is hardly raised over the level 
of the glans, but the surface is irregular and superficially ulcerated. 
The pathologic diagnosis is squamous cell carcinoma of the glans penis, grade 3. 
I should like to receive suggestions with regard to the best therapy in the case. 


DISCUSSION 


Dr. SIGMUND PoLLitzER: It seems obvious that this patient now has malignant 
disease of the glans penis. What is the evidence supporting the statement that 
he originally had what is called erythroplasia ? 

Dr. CHARLES Wor: The therapeutic aspect is what the presenter is mainly 
interested in. The diagnosis has been proved. I suggest treatment with about 
2,200 milligram hours of radium filtered with 1 mm. of lead and 0.5 mm. of platinum. 
High voltage roentgen therapy should also be administered to the inguinal region. 
[ believe that if metastases have not passed beyond the inguinal region, the result 
will be fairly good. 

Dr. HERMAN GoopMAN: If the lesion is limited to the penis I suggest 
amputation. 

Dr. Louts CHArRGIN: I have no definite evidence to warrant the statement that 
the condition began with erythroplasia of Queyrat, but I can state that the process 

of sixteen months’ duration and that throughout its course it was eczematoid. 
When I first saw the patient about ten days ago, I strongly suspected that a part 
of the lesion at least was undergoing malignant change because of the induration 
at the meatus. The section of tissue was taken from this location, and, as stated, 
i diagnosis of carcinoma was made. Dr. Wolf’s suggestions with regard to the 
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therapy seem to be good, especially in view of the patient’s age and of the psychic 
effect which amputation might have. 


PRIMARY MACULAR ATROPHY (SCHWENINGER AND Buzzi). Lupus Erytueya- 
Tosus. Presented by Dr. ISAporE ROSEN. 


C. W., a woman aged 24, is presented from the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital because of an eruption 
on the back of nine years’ duration. 

On the back and buttocks are multiple discrete oval lesions. They are bean- 
sized and somewhat elevated above the surrounding skin but are soft and may be 
pressed into the skin through a hernia-like opening. They show telangiectasia, 
atrophy and scaling. There are two smaller lesions on the scalp. 

The microscopic diagnosis is as follows: The scalp presents lupus erythema- 
tosus in the edematous stage before the degenerating stage. The condition on the 
back is toxic dermatitis. 

The Wassermann test was negative. The blood count showed 7,400 white blood 
cells with 57 per cent polymorphonuclear leukocytes, 42 per cent lymphocytes and 
1 per cent eosinophils. 

DISCUSSION 

Dr. Frep Wise: To those who had the opportunity of examining this patient 
in the proper light and with an oblique angle of light, the eruption exhibited a 
beautiful example of so-called macular atrophy, but whether it was primary or 
secondary was hard to decide because the patient states that she did at one time 
have an eruption due to a drug and that the lesions she now has followed that 
eruption. She has lupus erythematosus on the cheek, and from her rather con- 
fused statements one might assume that the lesions on the back may have been 
preceded by a scattered type of lupus erythematosus. At any rate, it is difficult 
to make a diagnosis of primary atrophy unless one is quite sure that there were 
no preceding lesions, and in this case one cannot be at all sure there were no 
such lesions. I do not know whether this eruption ought to be classified with the 
Schweninger-Buzzi type, chiefly because I do not know how to differentiate it 
from the type described as atrophia maculosa cutis. 

Dr. Marion B. SuLzBerGer: I agree with Dr. Wise. The question whether 
the atrophy is idiopathic or not must be decided on the basis of the history or knowl- 
edge of the presence of preceding eruptions. The end-stage of secondary macular 
atrophy has nothing to distinguish it from primary macular atrophy. The peculiar 
thing about “primary” atrophy is that the forms of that condition are not all 
actually primary. The Schweninger-Buzzi type is primary, whereas the Jadassohn 
type is not strictly primary, for it is preceded by an erythema. The anetoderma 
of Jadassohn type is associated with lesions resembling lupus erythematosus. In 
cases of the Jadassohn type there is some resemblance between the preceding 
erythematous lesions and lupus erythematosus, so that the original cases were 
considered by some observers to be lupus erythematosus going on to atrophy. It 
is interesting in this case that there is no history of lupus erythematosus-like 
erythema where one now sees atrophy but that there are typical lesions of lupus 
erythematosus in other areas. 

Dr. IsaporE Rosen: I do not believe this patient stated that she had an 
eruption previously. From the clinical features, the lesions look as though they 
were a primary macular atrophy. The typical ballooning of the lesions and the 
indentations and hernias, with the uniformity in distribution, are much in favor 
of the Schweninger-Buzzi type. The only reason for questioning that diagnosis 
is the association with the lesions on the scalp which may be independent of, or 
may be associated with, the eruption on the back. 
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osis Funcowes. Presented by Dr. E. W. AsramowiltTz. 


\. S., a man aged 58, born in Sweden, is presented from the Skin and Cancer 

Unit of the New York Post-Graduate Medical School and Hospital because of 

utaneous condition which began fourteen years ago with a pruritic eruption. 
patient was presented about five years ago. 

Over the trunk and lower extremities there are large, sharply defined, discrete, 
coalesced erythematous and infiltrated patches. Over the back there are two 
tumorous lesions. Most of the lesions are scaly. 

[he patient has received a number of roentgen treatments at the clinic during 
the past five years with improvement. He suffers with priapism. 

[he Wassermann test was negative. 

[he biopsy showed mycosis fungoides. 


DISCUSSION 

Dr. Frep Wise: Did the patient receive regular roentgen treatment ? 

Dr. VAN ALstYyNE H. Cornett: The patient received roentgen treatment 
irregularly at the Skin and Cancer Unit of the Post-Graduate Medical School 
and Hospital five years ago. I do not know exactly how many treatments he 
had. He showed some improvement and then left the clinic for a time. He has 
received several courses of roentgen treatment in the past few years, and each 
time improvement occurred. 

Dr. E. W. ApRAMOw!ITz: The patient is presented as exhibiting typical mycosis 
fungoides in the tumor stage. He was admitted to the New York Post-Graduate 
Medical School and Hospital on the neurologic service on account of priapism. 
No definite involvement of the nervous system was discovered. 


A Case For DiaGnosis (KELorm?). Presented by Dr. S. M. KAUFMAN. 


W. N. B., a Negro aged 35, is presented from the Vanderbilt Clinic because 
of a lesion on the left sole of four years’ duration. He first appeared at the clinic 
on May 21, 1930, because of a Wassermann reaction which was reported as 3 plus 
with cholesterolized antigen and as negative with alcoholic antigen; the Kahn 
reaction was 1 plus. On May 28, 1930, the Wassermann reaction was reported 3 
plus, negative and 1 plus, respectively. The patient was given eight intravenous 
injections of neoarsphenamine. He returned to the clinic on Aug. 24, 1931, at which 
time the Wassermann reaction was negative. He was complaining of urethral dis- 
charge and pain in the rectum and prostate. 

The patient returned to the dermatologic clinic on April 29, 1935, stating that 
he had a hard, pinhead-sized, wartlike elevation on the left sole, which had 
appeared four years previously and which increased to its present diameter of 
about 3 cm. There is no enlargement of the inguinal glands. 

On the left sole, anterior to the heel, is an elevated, firm growth, 3 cm. in 
diameter, which does not appear to be malignant. It seems most likely to be a 
fibrous tissue reaction of a keloidal nature. 

The Wassermann reaction on April 29, 1935 was 4 plus with cholesterolized 
antigen and 1 plus with alcoholic antigen; the Kahn reaction was 6 plus. 


DISCUSSION 


Dr. SIGMUND Po.titzer: I do not know what the lesion is. I do not think it 
is a keloid. 

Dr. A. BENSON CANNON: I think that the lesion is a sarcoma. The site is an 
unusual one for a keloid, and I cannot imagine a keloid presenting the clinical 
appearance this lesion does or developing so rapidly. I believe that the lack of 
hardness, the surrounding discoloration of the skin and the abrasion of the surface 
of the lesion are more suggestive of a sarcoma. I should certainly examine a 
section before treating the patient for keloid. 
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Dr. Frep Wise: I agree with Dr. Cannon that the large elevated lesion js 
probably a sarcoma or melanocarcinoma, but in my opinion the slightly raised. 
pigmented lesions around the keloid-like growth might be indicative of Kaposi’s 
sarcoma. I think the differentiation between the two is difficult under present 
conditions. 

Dr. SicGmuND Pot.itzer: I agree with Dr. Cannon. I too should diagnose 
the condition as sarcoma. As for completely ruling out keloid, I should say that 
the sharp depression separating the elevated portion, squeezed flat by pressure 
on the sole, indicates there is a growth from below. <A keloid located as it is in 
the connective tissue would lift up the epidermis uniformly. 

Dr. HERMAN GoopMAN: I should like to add melanoma to the list of possible 
diagnoses. 

Dr. S. M. KAuFMAN: When the patient presented himself at the dermatologic 
department of the Vanderbilt Clinic, some physicians thought that the growth was 
Kaposi’s sarcoma; others regarded it as melanoma or carcinoma on account of the 
elevated borders of the lesion, with some bluish discoloration. However, on closer 
examination I found that the lesion was firm and fibrous; moreover, being on the 
foot, it is subjected to continuous irritation; it is of long duration but has shown 
no metastatic involvement and has responded readily to treatment with filtered 
roentgen radiation; these features, and particularly the fact that it occurs in a 
Negro, make me think that it is a fibrous nonmalignant growth. A biopsy will 
be made, as suggested by Dr. Cannon. 


A Case For DiacGnosis (Psoriasis?) Presented by Dr. G. F. MACHACEK. 

R. M., a boy aged 7 years, is presented from the Vanderbilt Clinic because 
of a generalized eruption of eighteen months’ duration. Circular, verrucous, some- 
what infiltrated hyperkeratoses are scattered over the body, the left sole and heel, 
the popliteal region, the left palm, the internal aspect of the left wrist, both ante- 
cubital regions and both buttocks and knees. Some of the lesions are red; others 
are cracked and painful. There was a marked reaction to an intradermal test 
with 0.1 mg. of tuberculin. Roentgen examination of the chest suggests bilateral 
apical tuberculosis. The fingers are clubbed. 

The histologic picture suggests psoriasis, with a rather marked inflammatory 
reaction but no evidence of tuberculosis. 


DISCUSSION 


Dr. A. Benson CANNON: I think that the lesions are tuberculous. It is 
inconceivable to me that a patient with psoriasis could have such infiltrated lesions 
confined to the same locations for so many months with healing and spontaneous 
scarring. In spite of the histologic diagnosis, the lesions resemble more the picture 
seen in tuberculosis than that of psoriasis. 

Dr. Frep Wise: I believe that all the members would agree that the lesions 
certainly resemble psoriasis. Dr. Sulzberger and I questioned the patient carefully, 
and although the mother is Spanish and did not understand much of what we 
asked her, we gathered that the child had been taking medicine for various illnesses. 
He might have taken arsenic. I have a strong suspicion that these lesions might 
be arsenical keratoses. 

Dr. HERMANN Feit: The keratoses can easily be removed with the fingers. 
There is pinpoint bleeding on removal of the scales. There are also characteristic 
lesions of psoriasis on the hands and feet. The histologic examination would 
demonstrate tuberculosis if it were present, because the form of tuberculosis which 
produces these manifestations can be definitely proved on histologic examination. 

Dr. G. F. Macuacek: I distinctly said in the history that the histologic picture 
suggested psoriasis. I thought the disorder might well be psoriasis from the histo- 
logic as well as from the clinical appearance. A second biopsy was made today. 





SOCIETY TRANSACTIONS 583 


ODERMATITIS CHRONICA ATROPHICANS. Presented by Dr. Oscar L. Levin and 

Dr. HERMAN SHARLIT. 

This Jewess, aged 60, is presented because of an eruption of twenty years’ 
duration involving the right upper extremity, the left lower extremity and the 
lower portion of the abdomen. Shortly after the appearance of the lesions, the 
patient underwent an oophorectomy. The lesions have continually progressed since 
their first appearance. The patient now shows the typical end-stages of the disease, 
vith marked atrophy and pigmentation, the blood vessels of the subcutaneous tissue 
showing through the tissue paper-like skin. The skin about the left ankle discloses 
sclerodermic changes. 

The chemical examination of the blood, including determinations of calc1um 
nd phosphorus, the blood count and the urinalysis gave normal results. Roentgen- 
ograms of the skull and of the bones of the left ankle showed distinct evidence of 
steoporosis. 

The patient presents unusual contralateral distribution of lesions and an even 
more unusual appearance of the involved skin on the abdomen. 


ERYTHROPLASIA OF THE PENIS. Presented by Dr. A. BENSON CANNON. 

E. L., a white man aged 70, is presented from the New York City Hospital 
because of an eruption involving the prepuce and corona of the penis, which has 
been present for thirty years. He has had several red areas on the prepuce and 
corona, which, he says, have at times almost entirely healed. They have increased 
in size and number during the past two years. There is no discomfort. The patient 
states that he is free from syphilis. Two weeks ago a basal cell epithelioma 
near the inner canthus of the right eye was removed by electrodesiccation. 

On the prepuce and corona there are several irregular and somewhat raised 
moist red lesions with granular surfaces and practically no infiltration, varying 
in size from that of a dime to that of a half-dollar. There is no tenderness. 

The biopsy showed chronic inflammation. The Wassermann test of the blood 
was negative. 


LYMPHOGRANULOMA INGUINALE. Presented by Dr. A. BENSON CANNON. 


J. C., a man aged 29, is presented from the New York City Hospital because 
of an eruption in the left inguinal region of three weeks’ duration. The patient 
first noticed three weeks ago a small ulceration on the dorsum of the glans penis. 
Later the gland in the left inguinal region became enlarged and tender. He had 
dysuria for one week before and one week after the ulceration; this was accom- 
panied by a discharge. His last sexual intercourse was three and one-half weeks 
ago. 

There are no scars on the glans penis. A urethral discharge is present. In 
the left inguinal region there is an enlarged, tender, suppurative gland. 

The Frei test was strongly positive. The Wassermann and Kahn tests were 
negative. Smears from the urethral discharge showed many gram-negative intra- 
cellular diplococci. 


Pacet’s DISEASE OF THE NIPPLE. Presented by Dr. Frep WIsE. 


H. L., a married woman aged 45, a housewife, born in the United States, is 
presented from the Skin and Cancer Unit of the New York Post-Graduate Medical 
School and Hospital, because of an eruption involving the left nipple. The patient 
first noticed the lesion one year ago. It began as a moist eczema limited to the 
left nipple. She has applied various ointments, but no improvement has resulted. 
The patient states that a crust forms which, when removed, reveals a moist 
bleeding base. 

She has had three pregnancies. The children are living and well. Menses 
were always irregular. For the past two years they have occurred at intervals 
of two and three months. Menstruation lasts for two days and is quite scanty. 
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One ovary was removed twenty-eight years ago, when the patient underwent an 
appendectomy. The patient’s mother died of carcinoma of the uterus at the 
age of 54. 

The left nipple is flat and retracted; it is normal in size and is covered with 
an adherent crust. On removal of the crust, there is a serosanguineous exudate. 
The breast is not enlarged, and there are no infiltrated nodules. There is no 
enlargement of the axillary lymph nodes. 


DERMATITIS HERPETIFORMIS. Presented by Dr. A. BENSON CANNON. 


W. H., a man aged 51, an Austrian Jew, is presented from the New York 
City Hospital because of a generalized eruption of nine months’ duration. The 
patient was treated for dermatitis herpetiformis at the Vanderbilt Clinic eleven 
years ago, and there has been complete remission of all symptoms for the past 
ten years. The present eruption began as blebs from the size of a pea to that of 
a dime, which appeared in the axilla and in the course of a few days spread to 
the entire body except the face, mouth and soles. The patient was admitted to 
the New York City Hospital on Nov. 1, 1934, with a diagnosis of pemphigus. He 
showed at that time a generalized eruption, most marked on the upper extremities, 
of vesicles from the size of a pea to that of a dime, a few hemorrhagic vesicles 
and lesions in various stages of healing. Prostration was marked. A search for 
foci of infection showed an infected tooth; this was removed. Roentgenograms of 
the chest and gallbladder and Wassermann and chemical examination of the blood 
gave negative results. Culture of fluid from a bleb showed Staphylococcus aureus. 
Culture of the blood gave negative results. 

The patient was given two blood transfusions, 5 cc. of viosterol three times 
a day, a diet with high vitamin content, baths with solution of potassium per- 
manganate and in March of this year ten injections of from 0.5 to 1 cc. of moccasin 
venom. There has been marked improvement. 


GLossiITIs RHOMBICA MEDIANA. Presented by Dr. A. BENSON CANNON. 


T. McG., a girl aged 4 years, is presented from the Vanderbilt Clinic because 
of a lesion on the tongue. The mother has noticed the lesion since the child’s birth 
and thinks that it has slowly increased in size with the growth of the tongue, 
There are no symptoms. 

The tongue appears entirely normal except for the fact that in the midline, 
at about the junction of the anterior two thirds and the distal one third, there is 
an irregularly rhomboid smooth area. It is less red than the surrounding covering. 
There is a smooth ridge in the center and in the left anterior angle. There are 
three small elevations, one of which is somewhat opalescent. All the papillae 
are missing. The entire lesion is freely movable. It is definitely firm (fibrotic) 
and nontender. There is definite submental adenopathy. 


A Case For DraGNosis (TuBercuLosis? GUMMA?). Presented by Dr. A. BENson 
CANNON. 


E. B., a Negro aged 57, is presented from the New York City Hospital. The 
condition began one year ago, with a small preputial ulcer which appeared three 
weeks after coitus. Ulceration gradually progressed to involve most of the glans, 
prepuce and anterior part of the scrotum. The patient states that his mouth 
has been sore for only two weeks, but that watery expectoration has been noted 
for the past month. There has been hemoptysis twice within the past month. He 
states that he had a chancre at the age of 19 and received no treatment. 

There is arcus senilis. The pupils react to light and in accommodation. The 
mouth shows a red, ragged, verrucous, granular, sharply limited ulceration of 
the soft palate and of the hard palate, especially on the left side. Many coarse 
and moist rales were heard over the lungs. The abdomen is normal except for 
bilateral enlargement of the inguinal glands to the size of almonds. Examination 
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of the penis shows only a tab of prepuce 2 inches (5 cm.) long remaining. The 
ulcerations are sharply defined, clean, red, bleeding and granular, with numerous 
eranular areas of a verrucous character. The edges are sharply defined and a 
little thickened. All the superficial glands are enlarged, especially the left sub- 
ixillary gland, which is the size of a walnut and slightly tender. 

The Wassermann reaction of the blood was 4 plus. Roentgenograms of the 
chest show proliferative changes in both hili, most marked in the right hilus. 
(here are a few calcified nodes in the region of the left hilus. The rest of the 
pulmonary fields is normal. The heart shows a left ventricular predominance and 
slight supraventricular accentuation. A frozen section shows chronic granuloma, 
probably syphilitic. 


OnycHomycosis. Presented by Dr. Grorce M. Lewis. 


kK. S., a man aged 29, is presented from the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital because of an eruption on the 
hands and feet of fourteen years’ duration. The nails on the left hand, with the 
exception of that on the index ‘finger, are yellowish, friable and opaque. They 
showed considerable destruction. On the right hand the nails show separation 
and subungual hyperkeratosis and pitting of the surfaces. The toe-nails are also 
affected. The skin on the palmar surfaces of the fingers of the left hand shows 
thickening and scaling, with some fissuring. Little erythema is noted. The erup- 
tion extends to the back of the hand where there are some erythematous and scaly 
macules and plaques. There are interdigital maceration and cracking on the feet. 
On the sides of the heels are scaly, infiltrated areas. The soles exhibit similar 
lesions. There is no evidence of psoriasis elsewhere. 

The Wassermann test of the blood was negative. Mycologic examinations of 
the nails and skin of the hands and feet gave positive results. The cultures showed 
lrichophyton purpureum. 


MuLtTiIpLe SUPERFICIAL BASAL CELL EPITHELIOMA (ARSENICAL?). Presented by 
Dr. A. BENSON CANNON. 

A. W. M., a man aged 65, is presented from the Vanderbilt Clinic because of 
an eruption on the trunk and right forearm and on the penis of one year and two 
weeks’ duration, respectively. 

The patient was admitted to the clinic complaining of numerous wartlike 
growths and brown spots on the body and extremities and a sore on the penis. 
He has noticed that most of the spots begin as pea-sized, brown to brownish-red, 
scaly lesions, which increase in size and become warty. He had a penile lesion and 
buboes forty-three years ago and received local treatment. He suffered a stroke 
at the age of 48. He was given several injections (presumably of arsenic and a 
preparation of mercury) in the arm and hip. Several Wassermann tests of the 
blood have been made, but none has been positive. The last one was made ten 
years ago. The patient has been dyeing his hair for a number of years. He has 
not taken arsenic in any other form than in the injections. 

There are numerous lesions of several types; some are macular, pigmented, 
superficial and scaly; others are elevated, pea-sized, keratotic, brown to black and 
from 0.5 to 1 cm. in diameter. On the right forearm there is a pea-sized, elevated 
lesion with rolled, telangiectatic, waxy borders, typical of a basal cell epithelioma. 
There are numerous small, superficial, raised, scaly epitheliomas on the trunk. On 
the prepuce is a pea-sized superficial erosion. 

The Wassermann test of the blood was negative. Examination for arsenic 
content gave the following results: blood, 0.09 mg. per hundred grams of dry blood ; 
urine, 0.122 mg. per twenty-four hour specimen; skin, 0.23 mg. per hundred grams 
of dry specimen; hair dye, 0.004 mg. per cubic centimeter. 

3iopsy of one of the raised red plaques showed superficial multicentric basal 
cell epithelioma. 
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LYMPHANGIOMA OF THE Lower Lip. Presented by Dr. NELSON Paut ANobeEkson. 


J. V., a Mexican laborer aged 25, says that soreness and swelling of the lower 
lip have been present for the past two years. In the center of the lower lip there 
is a hazelnut-sized swelling, which is somewhat cystic and is easily compressed 
between two fingers. No infiltration is present. A Wassermann test made on April 
4, 1935 was negative. 

DISCUSSION 

Dr. Moses ScHoitz: It seems to me that the interpreter obtained a statement 
from this patient indicating that the disorder at times shows improvement and at 
other times is worse. This is somewhat opposed to the diagnosis of lymphangioma. 
I should consider a possibility of glandular cheilitis. 


TUBERCULOUS ULCER OF THE MoutH. Presented by Dr. KENDAL Frost. 


L. B. D., an American man aged 41, has had pulmonary tuberculosis for four 
years. The present illness is of six months’ duration. A lesion of the gum resulted 
from irritation caused by a new dental plate. An ulcer formed early in its develop- 
ment and was burned out with the electric knife. The lesion then gradually spread 
to its present size. On the right side of the floor of the mouth there is an oval 


ulcer with a necrotic base and a slightly elevated and infiltrated margin. A smear 
for Vincent’s organism gave negative results. The Wassermann test of the blood 
was negative. A biopsy showed that the overlying epithelium was moderately 
thickened and that there were some keratosis and parakeratosis. Below the epithe- 
lium, in a heavy framework of fibrous tissue, there were numbers of cellular 
tubercles containing typical Langhans giant cells and large foreign body giant 
cells. Throughout there was a moderate round cell infiltration. The patient has 
been using only heliotherapy. 
DISCUSSION 

Dr. NELSON PAuL ANDERSON: Has Dr. Frost found tubercle bacilli? 

Dr. KENDAL Frost: The biopsy showed a definite granulomatous process with 
tubercles and giant cells. My conception of orificial tuberculosis is that it is usually 
terminal. This patient’s pulmonary condition is, however, according to his state- 
ment, almost healed, and he has no fever. I believe that he had a traumatic ulcer 
caused by the lower dental plate and that the lesion was inoculated with tubercle 
bacilli from the sputum. 

Dr. L. F. X. WitHeELM: I had a similar case a number of years ago in which 
marked improvement followed treatment with ultraviolet rays from a water-cooled 
quartz mercury vapor arc lamp with pressure. 

Dr. Moses ScHoitz: My impression was that tuberculous ulcers in the mouth 
usually develop in cases of active tuberculosis, as Dr. Frost says, by direct inocula- 
tion with sputum. As this man has healed lesions of tuberculosis, an orificial tuber- 
culous ulcer is rather unusual unless it is due to exogenous inoculation with 
tubercle bacilli, which is, of course, possible. 


MELANoTIC More. Presented by Dr. NeELson PAuL ANDERSON. 


M. M., a woman aged 24, has had a melanotic mole for about four years, and 
apparently there is a definite history of recent growth in the past two years. There 
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a pea-sized nonhairy blue-black mole on the posterior aspect of the left hand 

near the wrist. 
DISCUSSION 

Dr. CHARLES R. Caskey: I should excise the mole widely. The patient will 

e a large scar on the back of the hand if the lesion is removed by electrocautery. 

Dr. Moses Scuottz: I think that in this case the lesion is more serious because 
‘ the location. I think that if the mole were in another location, not exposed to 
trauma, the best course would be electrocoagulation with a wide margin. I believe 
that surgical intervention in cases of this kind has been unanimously condemned by 
dermatologists. As Dr. Chambers says, the mole is in a bad location. Sooner or 
later it is going to be subjected to irritation. If the patient is told that she will 
have a scar, I think she will accept the radical cautery. 


Dr. H. S. Campsett: I should like to ask Dr. Anderson how he has treated 
elanotic lesions up to the present time. Does he or does he not excise them? 


Dr. NELSON Paut ANpERSON: In all the patients with melanoma that I have 
presented so far, I have removed the lesion widely and deeply with the endotherm 
knife. 

Dr. H. S. CAMPBELL: The patients I have previously seen presented did not, in 
my opinion, have true melanotic moles, but the lesion of this patient is clinically 
typical. I should like to know what the ultimate history will be in this case. 


Dr. Netson Paut ANDERSON: In excising melanotic moles I anesthetize the 
field with procaine hydrochloride. The histologic section of the melanotic nevus of 
the cheek which was recently shown before this society exhibited the most malignant 
process that I have seen in a melanotic mole. There was a large blood vessel, and 
the whole endothelium was replaced by melanotic cells. When there is a tendency 
to infiltration of the blood vessels, I believe that the ultimate prognosis should 
he guarded. It will not surprise me if this patient lives for four or five years and 
if when examined at autopsy she has enlargement of the liver due to metastases. 


Dr. H. S. Campsett: I think that one cannot judge completely by the histo- 
logic picture. One patient had a mole which I removed a long time ago. The 
report on the first biopsy stated that the lesion was highly malignant. The metas- 
tases were not noted for two years from the time of removal, and the report on 
one of the metastatic nodules taken when the patient was moribund stated it was 
of fairly benign character, yet the patient’s body was riddled with metastases. I 
think it is difficult to base a prognosis on the biopsy report; in fact I have little 
faith in the prognosis based on histologic evidence. In Dr. Anderson’s case | 
anticipate metastases earlier than in four or five years. 


Dr. NELSon Paut ANpeERSON: I do not think that metastases will occur earlier 
in a case of this type of melanotic lesion. When the lesions have started to fungate 
and become cauliflower-like it is only a matter of about a year to a fatal termina- 
tion. But granting, for the sake of argument, that I produce dissemination when I 
excise the lesion, or at least that I remove some influence restraining its growth, 
even under those circumstances I think that the patient will live at least four or 
five years. 

Dr. H. S. CamMpBett: At present I have a record of about five cases of mel- 
anotic moles in which the lesions were apparently benign on removal, if they may be 
called benign, and the maximum period I have observed till the appearance of 
generalized metastases is two years. In the case to which I referred the metastases 
were noted after the patient had been discharged following eighteen months of 
observation and after the original lesion had been widely and deeply removed. 


Dr. Kenpat Frost: Is not malignant melanoma the one type of malignant 
degeneration in which the time for development of metastasis may be the longest 
or the shortest ? 
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SYRINGOMYELIA WITH A CHARCOT JOINT AND SAUSAGE FINGERS. Presented 
by Dr. THEopoRE CoRNBLEET and Dr. Ear R. PACE. 


J. R., a Hungarian aged 55, a butcher, entered the Cook County Hospital 
because of cirrhosis of the liver and was referred to the dermatologic clinic because 
of the condition of his left hand. He stated that his left elbow began to swell 
after sustaining mild trauma about eight years ago. At present the elbow presents 
a typical Charcot joint, verified by roentgen examination. The left hand had slowl, 
become deformed, the deformation being influenced also by several painless cuts, 
which, according to the patient, healed rapidly. 

Typical sausage fingers are present, with gross enlargement, thickening of the 
skin and abrupt tapering of the finger-tips. Interosseous atrophy is pronounced, 
and there are atrophy and weakening of the muscles of the hand, forearm and 
arm to the deltoid and infraspinatous muscles. Muscle and tendon reflexes are not 
elicited. The heat and pain sense are markedly decreased at the arm, but tactile 
sense is not impaired. 

Roentgen examination revealed gross arthritic changes in the left hand. The 
right arm showed slight neurologic changes of the same type. The Wassermann 
reaction of the blood and spinal fluid was negative. 

A neurologist diagnosed the condition as “syringomyelia with involvement of the 


anterior and posterior gray matter with cervical enlargement of the cord, more 
pronounced on the left side.” 


DISCUSSION 


Dr. M. H. Esert: I should like to know whether the pathologic process caus- 
ing sausage fingers is a bony change or a hypertrophy of the connective tissues 

Dr. THEODORE CoRNBLEET: One of the neurologists suggested giving the patient 
antisyphilitic therapy, in spite of the fact that the Wassermann reaction of the 
blood and that of the spinal fluid were negative. The patient does have a Charcot 
joint, which may occur in patients with syringomyelia as well as in those with 
syphilis of the central nervous system. 

The patient is presented because we thought the members might be interested 
in the conditions he exhibits. We are concerned with therapy in regard to the 
possibility of syphilis being present, although there is no laboratory evidence of 
syphilis. Grossly the condition seems to be what I have seen illustrated as “sausage 
fingers” in cases of syringomyelia. What causes this appearance I do not know. 


Mycosis Funcorwes. Presented by Dr. M. H. Expert and Dr. B. B. BEEson. 


A Negro, aged 47, entered the Cook County Hospital complaining of a gen- 
eralized pruritic eruption which, he stated, began two years ago as recurring small 
pruritic “boils.” About one year ago the eruption became more extensive and 
assumed the present appearance. The patient states that he had a chancre twenty- 
five years ago, for which he has received antisyphilitic therapy irregularly since 
that time. The last series of treatments was given a year ago. 

There are three types of lesions: 1. Large plaques are present on the inner 
surfaces of the arms. These lesions are the size of a hand, with a well defined 
border which in some places is definitely raised and rolled. The outline is poly- 
cyclic; the plaque itself is somewhat infiltrated; in some areas it is covered with 
a crust and in others with a coarse scale. Similar plaques varying in size from 
that of a child’s palm to that of a hand are present on the trunk and extremities. 
2. Firm follicular papules the size of the head of a match are grouped in coin- 
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<ized areas, one group being situated on the nucha and others on the trunk. The 
earliest lesions seemed to be smaller grouped follicular papules. 3. On the thoracic 
wall is a dull red inflammatory nodule the size of an almond. There are, in 
addition, some deep pigmentation and scarring on the back of the right thigh. There 
is well marked adenopathy in the auxiliary, epitrochlear and inguinal lymph 
elands. 

The Wassermann and Kahn reactions were negative. Examination of the blood 
showed: erythrocytes, 5,290,000; leukocytes, 7,650; hemoglobin, 89 per cent. The 
differential count was: neutrophils, 67 per cent; eosinophils, 2 per cent; lympho- 

22 per cent; monocytes, 9 per cent. 

Histologic examination of a biopsy specimen taken from the margin of the 
plaque on the upper part of the right arm showed marked spongiosis and acan- 
thosis of the epidermis, with the formation of microvesicles and crusting. In the 
reticular portion of the corium there was a marked round cell infiltrate which 
extended as a perivascular infiltrate into the deeper portion of the corium. This 
infiltrate was made up of reticulocytes of various sizes and types—many of which 
were in mitotic division—and of lymphocytes, eosinophils, plasma cells and mast 
cells. There was also some nuclear débris. 


DISCUSSION 

Dr. F. E. Senear: I believe that the clinical picture fits in well with the 
diagnosis of mycosis fungoides. The character of the early lesions and the develop- 
ment of infiltrative plaques with the tumor stage apparently developing in some 
and the arciform arrangement in others bear this out. One thing I have never seen 
before in a case of mycosis fungoides is a lesion such as that on the right thigh, 
which presents a definite rolled border not unlike the threadlike border sometimes 
seen in benign erythematoid epithelioma. I do not mean to imply that I think 
the lesion is a benign erythematoid epithelioma, but that border impressed me 
as being unusual. 

Dr. RusEN NOMLAND: The condition impressed me clinically as being possibly 
a bizarre late syphiloderm, although the microscopic picture and further examina- 
tion made the diagnosis of mycosis fungoides seem most likely. 

Dr. CLARK W. FInNERuD: I think that clinically as well as histologically this 
is an extremely unusual case and that the disorder may properly be classed as 
mycosis fungoides. The histologic changes in general are fairly characteristic of 
that disease, but because of the large number of clear cells and the numerous mitoses 
[ thought that possibly the condition should be classed as lymphosarcoma. 


Dr. HAMILTON MontcoMeEry: I had the opportunity to study the sections in 
some detail this morning, and I made a histopathologic diagnosis of mycosis 
fungoides going over into lymphosarcoma. I believe that there are cases of true 
mycosis fungoides, such as Ormsby and Finnerud reported, which remain such for 
many years, even though involvement of the internal organs is present but I think 
that in other cases mycosis fungoides degenerates into reticulum cell sarcoma or 
other forms of lymphoblastoma. I venture to predict that this man will live but 
a few years, which would be in contrast to the longer duration of life seen in 
many cases of mycosis fungoides. 

Dr. M. H. Expert: I first saw this patient a week ago last Monday. Dr. Temple- 
ton of California was visiting here at the time, and he thought that the condition 
was mycosis fungoides. I also thought of that diagnosis, and I also thought of a 
late, bizarre syphiloderm, in spite of the facts that the patient had syphilis twenty- 
five years ago and that the lesions are pruritic. The rolled border of some of 
the plaques influenced me in reaching that conclusion. The Kahn and Wassermann 
reactions were negative. 

I think the case is interesting because mycosis fungoides, if the disorder is 
that, is relatively rare in Negroes. At a meeting of the American Dermatological 
Association in Havana, Cuba, three years ago a patient was presented with lesions 
of that type, and several of the members remarked on the rarity of the disease in 
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Negroes, although Dr. Tauber stated that he had two Negro patients with similar 
conditions under observation at that time. The thing that interested me particularly 
in addition to the rolled border was the presence of the hard papules appearing 
in groups. However, it is known that in Negroes many disorders tend to become 
follicular. 


A CASE For D1aGNosis: ATROPHY OF THE Mucous MEMBRANES OF THE TONGUE 

AND Mourn. Presented by Dr. E. P. Zetster and Dr. H. RATTNER. 

A Jewess, aged 45, complains of dryness of the tongue, mouth and throat, of 
about three years’ duration. She states that the onset was gradual and that the 
condition is slowly but progressively becoming worse. 

On examination the tongue appears red, dry, atrophic and leathery. The lips, 
buccal mucous membranes and pharynx are similarly affected. Direct laryngoscopic 
examination showed the same changes as far down as could be seen. The nasal 
and vaginal mucous membranes are not affected. In addition to these disorders, 
the patient complains of dizziness and symptoms indicative of chronic cholecystitis. 
Several examinations of the blood and analyses of the gastric content have given 
negative results. The patient wears artificial dentures; she has worn one of the 
plates for eight years and the other for two years. She discontinued wearing 
them for one week, but there was no noticeable effect on the condition of the 
mouth. Apparently a dentifrice can be eliminated as an etiologic agent. 


DISCUSSION 

Dr. CLarK W. FINNERUD: I am not absolutely sure that this is an atrophic 
process. The picture resembles that of a congenitally furrowed tongue with a 
superimposed inflammation due to external irritation. 

Dr. L. M. WerpErR: I cannot identify this condition with any entity I have 
ever seen described. I think there is hypertrophy of the submucosal structures, 
giving somewhat the appearance of scrotal tongue, also atrophy of the mucosa 
of the tongue itself, especially over the lateral portions of the dorsum. This might 
be an atrophy such as sometimes occurs in patients with pernicious anemia, pel- 
lagra and the like, and there probably is an underlying systemic condition that 
has not been discovered thus far. I think the etiology will have to be sought 
along such lines, and if no systemic condition can be found the case will have to 
be classified for the present as one of a unique atrophy of the upper portion of 
the respiratory tract. I got the impression that the condition had probably been 
present much longer than three years. 

Dr. E. P. Ze1ster: My co-workers and I have had this patient under observa- 
tion for some time, and the condition has not improved. I think the striking feature 
is the excessive dryness of the tongue and the cobblestone appearance. I believe 
that in many ways the condition is analogous to atrophic rhinitis. It seems to me 
to be a rare type of atrophic glossitis. 


CASE For Dracnosis (LocaLizeEp LEUKEMIA OF THE SKIN?). Presented by Dr. E. 
P. ZEISLER. 

A woman aged 50 states that she has a nodular lesion on the upper part of 
the left arm, of three years’ duration, which was excised on June 13, 1934. The 
histologic report made by a general pathologist (Dr. E. F. Hirsch) at that time 
was as follows: “In the corium are masses of lymphocytes and plasma cells and 
some structures like lymph nodules. They do not have the appearance of tumor 
tissue but resemble an inflammatory reaction. In sections especially fixed and 
stained by the Laidlaw method these masses of lymphoid tissue have delicate 
reticulum fibrils.” The diagnosis was lymphoid tissue infiltration (inflammation) 
of the corium. 

Recently two similar nodules have appeared around the left elbow. The lesions 
are firm, translucent, waxy and bean-sized. Histologic examination of a biopsy 
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cimen showed areas in the corium almost entirely composed of small lympho- 
tes and a few plasma cells in sharply defined foci, some of which were perivas- 
vlar. There were no changes in the epidermis. 
The Wassermann test was negative. Examination of the blood on May 6, 
1935, showed: erythrocytes, 4,180,000; leukocytes, 8,350; hemoglobin, 85 per cent. 
The results of the differential count were: neutrophils, 62 per cent; eosinophils, 
3 per cent; lymphocytes, 33 per cent; transitionals, 2 per cent. 


lid 


DISCUSSION 

Dr. M. H. Epert: The first glance at the microscopic section suggested a 
lymphatic leukemia with lymphatic infiltrate in the corium, and I then thought of 
the Spiegler-Fendt type of tumor, such as that in a patient presented by Dr. Zeisler 
ind Dr. Caro (Arcu. Dermat. & SypuH. 32:689 [Oct.] 1935), but on close examina- 
tion the cells did not seem to be of that type. In the Spiegler-Fendt tumor there 
seems to be more cytoplasm, according to Dr. Caro, who has examined both slides 
carefully. The condition has not been present long and may take on the same 
appearance, especially if it is located on the lower extremities where there is more 
congestion. To me the lesion strongly suggests the Spiegler-Fendt type of sarcoid. 

Dr. RusEN NoMLAND: I have seen two cases analogous to this one in which 
the diagnosis of nodular leukemia of the skin was made. However, since I read 
up recently on Spiegler-Fendt’s sarcoid, I believe that clinically and pathologically 
the picture in this case and that in the two which I have seen are compatible with 
that disorder. I think Spiegler-Fendt’s sarcoid should be classified with the 
lymphoblastoma group. 

Dr. Marcus R. Caro: I think this is a case of localized leukemia of the skin, 
both clinically and histologically. In the patient with sarcoid (Spiegler-Fendt type) 
whom Dr. Zeisler and I presented, the cells contained more cytoplasm and were 
much more densely packed. Lewis in his recent paper (ArcH. Dermat. & SyPuH. 
31:67 [Jan.] 1935) described the same cellular findings as being characteristic 
of sarcoid (Spiegler-Fendt type). 

Dr. HAMILTON MontcoMery: I agree with Dr. Caro regarding the general 
morphologic characteristics of the cells, but there are also some reticulo-endothelial 
cells. At the Mayo Clinic my co-workers and I have seen several cases of low 
grade lymphosarcoma on the back of the leg, but more frequently on the trunk 
also, in which local excision, with or without subsequent roentgen therapy, resulted 
in healing of the lesions; however, new lesions appeared months or many years 
later and finally assumed a malignant character. This brings up the debated point 
as to whether or not in some cases lymphoblastoma may have an infectious basis 
and, like a scar or burn, may degenerate into a true neoplasm as the result of 
chronic irritation. There is insufficient histologic evidence in the sections in this 
case to warrant making a diagnosis of either leukemia or lymphosarcoma. The 
condition may possibly represent a relatively benign form of the Spiegler-Fendt 
type of sarcoma. 

Dr. E. P. Zetster: I believe that this is a problem for the histopathologists, 
and I am glad to hear what they have to say. 


A Case For Dracnosis. Presented by Dr. F. E. SENEAR and Dr. H. RATTNER. 


A woman aged 68 presents a cutaneous disorder of twenty-five years’ duration. 
She states that it began on one arm and has gradually extended to involve almost 
the entire surface of the trunk and extremities. 

The skin in general is thin and scaly, with large, silvery “fish skin” scales. 
Scattered over the trunk and extremities are erythematous, scaly and slightly 
elevated patches of irregular shape and size. The areas between these patches are 
of normal color, atrophic, dry and scaly, and the underlying venous network can 
be seen through the skin. The erythematous patches are most pronounced in the 
folds, on the front of the neck and on the sides of the trunk. The palms are thick 
and red but soft. The face is not involved. 

The patient states that the eruption improves in the summer but never entirely 
disappears. She perspires freely. Occasionally the skin is pruritic. She has been 
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married for fifty-two years and has borne six children, one of whom, a son aged 
39, has eczema “of a different type.” 

There is no history of ingestion of arsenic. General physical examination 
serologic tests on the blood, the blood count and urinalysis gave negative results, 


DISCUSSION 

Dr. James H. Mitcueti: The hyperkeratoses which are present on the palms 
and on numerous areas of the body suggest an old ichthyotic condition of the 
skin with subsequent atrophic changes. 

Dr. E. P. Zetster: I think that this woman has a marked senile atrophy of 
the skin with eczema and a superimposed senile keratosis. ‘ 

Dr. F. E. Senear: All the members have examined this patient on several 
occasions and have been unable to make any diagnosis. I believe that there js 
something more than changes that could be explained as simple senile dermatitis 
on the basis of ichthyosis. The skin not involved by the dermatitis shows the same 
platelike scale. I think that the patient undoubtedly has ichthyosis, and in some 
of the patches the keratotic changes are definitely present. Various possibilities 
have been considered to explain the condition, among others, parapsoriasis, in 
which changes such as these have occurred, and acrodermatitis chronica atrophicans, 
though the latter, I think, can be ruled out because of the lack of many of the 
features of that disorder. I have no definite diagnosis to offer, and I doubt if a 
biopsy will reveal anything more definite. 


A CAsE For DracNnosis (PustTuLar Psoriasis? PusTtuLAR DERMATITIS?). Pre- 
sented by Dr. A. W. Stittrans and Dr. T. K. LAWLEss. 


A woman aged 38 presents a cutaneous condition of two years’ duration, con- 
sisting of recurrent scaly vesicular lesions on the soles and on the tips of the 
fingers. She complains of a burning sensation. 

The lesions began as patches of erythema, on which pinhead-sized brown 
spots appeared; the eruption was accompanied by intense pruritus. At the sites of 
the brown spots minute vesicles developed, which ruptured and were succeeded by 
heavy scales and painful fissures. The lesions slowly extended by development and 
rupture of vesicles at the border. 

At the first examination mycelia and spores were found in the scales from the 
lesions on the feet. After treatment was instituted many examinations failed to 
show them, and they were never found in scales from the fingers. Endermic injec- 
tion of 0.1 cc. of a 1:30 dilution of trichophytin gave negative results; a 1: 100 
dilution of oidiomycin used in the same way gave a negative result. 

Complete examination of the blood including the Wassermann and Kahn tests 
gave negative results in all respects. 

Various methods of local treatment have been used. The best result was 
obtained by painting the edges of the patches with colloidal chlorthymol after 
trimming off the undermined epidermis. This resulted in healing, which lasted three 
months. When the lesions recurred later, healing vesicles developed over the 
whole surface. 

Tonsillectomy had no effect on the lesions. The patient had a chronic sal- 
pingitis but was not operated on for this. 


DISCUSSION 


Dr. CLEVELAND J. WuitTeE: Clinically there is a possibility that the condition 
is pustular psoriasis, but I think it will not prove to be that disorder. I should 
make a diagnosis of bacterial dermatitis. 

Dr. F. E. Senear: I think the condition is a recalcitrant dermatitis of the 
palms and soles. Andrews and others in New York seem divided in their opinion 
as to whether that disorder should be considered a form of psoriasis. I do not 
think that, with the evidence available, it can be placed in that group. On close 
observation of the sole in this case one can make out some of the little lakelike 
lesions that are characteristic of that disorder, but in this case the lesions are so 
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dry that they do not show up well. I should like to know whether any one has 
obtained any particularly good therapeutic results in cases of this disorder. 
Recently my co-workers and I have treated it with chrysarobin, a substance 
derived from chrysarobin or anthralin (di-hydroxyanthranol), and perhaps the 
results have been better than with some other drugs, but there has not been a high 
percentage of cures. 

Dr James H. Mircuetv: In looking carefully at the borders of the lesions on 
the soles I found some vesicles the size of a pinhead with clear fluid. They were 
much more superficial than ringworm vesicles. I have had a patient recently with 
similar lesions from which on culture only Staphylococcus aureus was grown. 
Whether that is the causative agent or not I do not know. One would expect more 
pus than is present in this patient’s lesions. At any rate, various kinds of mild 
antiseptic therapy will improve these conditions. Soaking the affected part in 
solution of potassium permanganate, for instance, will be of benefit. 

Dr. A. W. Stittrans: I wish to ask Dr. Mitchell whether by mild antiseptic 
treatment he means that strong antiseptic treatment is contraindicated. I have seen 
the patient only once before. She has no lesions of psoriasis, and it seems to me 
reasonable to call the condition recalcitrant dermatitis of the hands and soles until 
something more definite is determined. 


RoENTGEN RAy DERMATITIS WITH ULcerR. Presented by Dr. H. RAtTTNeER. 

Mr. H. A., aged 64, from the Mandel clinic, presents an ulcer on the chin of 
ten months’ duration. He states that a lesion on this site was treated with roentgen 
radiation eighteen years ago and that again, six years ago, a recurrent lesion 
was treated with radium. 

The present ulcer is the size of a 5 cent piece; it is shallow, has a dirty base 
and is extremely tender, and the border in some areas is hard and irregular. The 
lesion is surrounded by an erythematous, atrophic zone devoid of hairs and showing 
telangiectases. A pea-sized necrotic ulcer situated in line with the ulcer of the 


skin is present on the mucous membrane of the lower lip. 
Examination of a biopsy specimen is said to have shown chronic inflammation. 
lor the week in which the patient has been under observation the lesion has 
been treated with ointment of aloe, and slight improvement has resulted. 


DISCUSSION 

Dr. A. W. Stiititans: I treated this patient first with roentgen radiation 
for epithelioma. The lesion recurred and I then treated him with radium. The 
recurrence cleared up, and the patient did not return. I gave him all the radium 
therapy I should want to give any one. 

Dr. RusEN NoMLAnp: I think that the lesion is a recurrent epithelioma and 
that further biopsy is indicated. 

Dr. M. H. Epert: I believe that excision followed by plastic surgery should 
be employed. 

Dr. L. M. Wiener: I suggest that a diagnostic roentgenogram of the mandible 
be made and that if there is destruction of bone surgical intervention be resorted to 
for removal of the necrotic bone as well as of the atrophic ulcer and any remaining 
epitheliomatous tissue, if such still persists; this should be followed by plastic repair. 
The lesion is so tender that it was difficult to examine it satisfactorily, but I got 
the impression that some of the firmness of the border of the lesion might be 
fibrotic rather than epitheliomatous. 

Dr. H. Rattner: One area shows the clinical picture of epithelioma, and I 
too think that surgical intervention should be resorted to. My main point, how- 
ever, was to bring into the discussion the fact that the lesion was treated with 
ointment of aloe; I hoped that some one would tell his experience with that method 
ot treatment. 
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Dr. HAMILTON Montcomery: In the treatment of the acute type of roentgen 
ray dermatitis my co-workers and I have obtained striking results from the use of 
the leaf of Aloe vera, which Dr. O’Leary has been using for the past six months. 
In one case of chronic roentgen ray dermatitis there was apparently excessive stimu- 
lation of the epithelium; this caused verrucous lesions to develop. 


Dr. JAMES H. MitcHe tv: I am not at liberty to give out these facts, but some 
of the members may know that one of our colleagues is much interested in a survey 
of the aloes. He now has succeeded in growing the plants artificially. By different 
methods of culture the juicy type or the dry type can be produced. 

Dr. Frep R. Scumipt: I heard of the treatment with aloe early, and |] 
immediately applied it in two cases. I failed to see any improvement, but admit that 
these were severe cases in which lesions were present over the arms and legs. 
The pruritus and the sticking, burning pain were relieved almost immediately 
by the application of the actual leaf of the aloe to the leg, but I failed to see any 
other sign of improvement. 

Dr. Hamitton MontcomMery: I can support the statement that almost 
immediate relief from pain follows application of the leaf of aloe, and I wonder 
whether this is because the under-surface of the leaf of Aloe vera is of jelly-like 
or spongelike consistency, thus allowing uniform pressure to be applied and also 
sealing off the air from the affected site. Experience at the Mayo Clinic has shown 
that the ointment of aloe does not work as well or give as prompt relief from pain. 

Dr. M. H. Esert: I think the fact that the use of the ointment generally 
results in failure indicates that it is the jelly-like, colloid-like consistency of the 
leaf in contact with the wound which is so efficacious in relieving the pain. 

Dr. James H. MitcuHett: Has any of the members tried the tragacanth jelly 
in the same way? It has much the same consistency as the leaf of aloe. 

Dr. L. M. WIEDER: My co-workers and I have a patient, a physician, with 
an ulcer of the dorsum of the foot due to roentgen rays; it has given him a great 
deal of trouble. He has tried various other methods of treatment and has used 
therapy with Aloe vera for about five weeks; this has brought about definite 
symptomatic improvement. 
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MriuRAN B. ParounaciaAn, M.D., Secretary 


SCLERODERMA. Presented by Dr. J. FRANK FRASER. 


M. I., a woman aged 60, born in Germany, from the Skin and Cancer Unit of 
the New York Post-Graduate Medical School and Hospital, was perfectly well 
until last August (nine months ago), at which time she was employed in a silk 
factory, her work consisting in washing the silk with “KO” cleaning fluid before 
it was fed to the machines for spinning. Her hands were constantly immersed in 
this cleaning fluid. In August 1934 she noticed that the skin of the right hand 
was becoming thick and tight. This disorder quickly spread to the entire body. 
The patient was hospitalized at the Bellevue Hospital one week for study. 

There are marked hardening and thickening of the skin; the disorder affects 
almost the entire body and the face, but it is most pronounced on the hands, fore- 
arms and upper part of the chest. There is advanced sclerodactylia, and some 
redness of the skin is present over the knuckles of each hand. There are dilated 
vessels over the sternal and clavicular regions. 
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DISCUSSION 
Dr. Howarp Fox: Has any of the members followed a case of scleroderma in 
which sympathectomy has been performed? 
Dr. J. FRANK Fraser: I have no personal knowledge of the operative pro- 
cedure. Dr. Henry Niles has told me of one case in which he observed excellent 
results from a partial parathyroidectomy. 


TC 


A CASE For DraGNosis. (PorKILODERMA?). Presented by Dr. Howarp Fox. 


H. L., a man aged 49, was presented before the New York Dermatological 
Society on Feb. 26, 1935 (Arcu. Dermat. & Sypn. 32:975 [Dec.] 1935). 


DISCUSSION 


Dr. Lupwig OULMANN: While the clinical features of this patient’s disorder 
resemble poikiloderma, the histologic picture does not. There is no clumping of 
cells and no edema between the epidermis and cutis. I have not seen any improve- 
ment of poikiloderma resulting from roentgen irradiation as is evident in this case, 
and the progress of the disease in circumscribed round patches argues against the 
diagnosis. The response to roentgen treatment also contraindicates a diagnosis of 
parapsoriasis, as do the remissions, the rather acute onset and the histologic 


picture. 

Dr. Howarp Fox: In this case, which has previously caused considerable dis- 
cussion, several diseases, including leprosy and erythrasma, can be excluded. The 
improvement in a few patches experimentally treated by roentgen irradiation tends 
to exclude the possibility of parapsoriasis. The long duration and absence of 
induration at all times are much opposed to a diagnosis of scleroderma. This is 
certainly not a case of classic poikiloderma as described by Jacobi; the disorder 
might best be called a poikiloderma-like eruption. 


PERIVASCULITIS OF THE LOWER EXTREMITIES. Presented by Dr. Frep WISE. 

M. B., a woman aged 22, a dressmaker, first presented herself at the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital on 
April 7, 1934. At that time she had an eruption of nine months’ duration involv- 
ing the lower extremities and the left hand. She presented multiple pinhead-sized, 
discrete and grouped, flat, faintly elevated, papules on both lower extremities and 
an eczematous eruption on the left hand. The lesions were violaceous and slightly 
scaly. 

A Wassermann test made in 1923 showed a 4 plus reaction. The patient received 
four courses of arsphenamine and mercury. A biopsy specimen taken from the 
lez on April 7, 1934, showed a microscopic picture possibly indicative of lupus 
vulgaris associated with considerable superficial inflammatory reaction and sug- 
gesting further investigation. A biopsy specimen taken on April 20, 1935, was 
reported to show a perivasculitis. On April 20, 1935, the Wassermann reaction 
was negative and the Kahn reaction 3 plus. Roentgenograms of the chest made 
on May 6, 1935, showed engorgement of the root branches of the lungs and gen- 
eralized pulmonary hypervascularization. Roentgenograms of the bones of the 
arms, hands, legs and feet showed trophic changes with absorption of the terminal 
tufts of the phalanges of the toes. 

The eruption is present on both legs and thighs and on the dorsum of the left 
hand. From the ankles to the knees the skin is studded with pinhead-sized hemor- 
rhagic macules and flattened papules, many of which are covered with fine scales. 
The eruption as a whole is from reddish to violaceous; the surface of the lesions 
is distinctly glistening, giving a resemblance to lichen planus. Above the knees 
and extending half way up the thighs, the eruption assumes an eczematous, diffusely 
scaling appearance, in no way resembling that of the lichenoid hemorrhagic lesions 
below the knees. On the dorsum of the left hand there is a group of papular lesions 
confined to an area about the size of a silver dollar; four or five of these papules 
are lentil-sized and exhibit central necrosis, simulating papulonecrotic tuberculids. 
There is no itching. 
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A test with tuberculin in a 1:5,000 dilution was negative. 

The patient’s parents were syphilitic, and the patient states that she received 
treatment for congenital syphilis. However, physical examination showed no 
definite stigmas of congenital syphilis. 


DISCUSSION 


Dr. Howarp Fox: By a process of elimination the most likely diagnosis for 
this unusual eruption would probably be that of tuberculid. 


A CASE For D1aGnosis: (NopuLtt CuTANEI ?). Presented by Dr. Fred Wise. 


T. O., a married woman aged 34, a housewife, first presented herself at the 
Skin and Cancer Unit of the New York Post-Graduate Medical School and Hos- 
pital on May 7, 1935, complaining of an eruption of seventeen years’ duration. 

At that time the patient presented multiple discrete reddish-brown nodules 
from the size of a pinhead to that of a pea; the lesions were hard, freely movable 
with the skin and not painful on palpation. They were present on the dorsa of 
both hands, on both wrists, on the lower half of the forearms, in both antecubital 
spaces and in the left groin. There was a similar lesion on the anterior aspect of 
the right ankle, but it was not pigmented. There were also a number of pigmented 
nevi, quite different from the aforementioned nodules, scattered over the chest and 
sides of the neck. There was one pinhead-sized lesion on the ring finger of the 
right hand. The largest lesion was reddish brown; others were flesh-colored, and 
a few were lighter than the surrounding skin. A sister and a brother of the 
patient were said to have similar eruptions. There was no resemblance to Reckling- 
hausen’s disease. 

Material for a biopsy was taken from the lesion on the right forearm on May 
9, 1935. The microscopic diagnosis was neurofibroma. The Kline, Kahn and 
Wassermann tests and examination of the urine gave negative results. 


DISCUSSION 


Dr. J. FRANK FRASER: These nodules are benign tumors of fibroblastic origin. 
Whether they arise from the ordinary fibroblast which produces the collagen fibers 
of the corium or from the special fibroblast of the perineurium or endoneurium 
can be determined only by microscopic examination with special stains. On the 
basis of frequency these tumors are probably neurofibromas. I should not call the 
condition Recklinghausen’s disease. 

Dr. Frep Wise: While this is probably a case of multiple hard fibromas, 
further study is necessary to demonstrate neural involvement. I see no evidence 
of Recklinghausen’s disease despite the fact that lesions of similar type are present 
in two other members of the family. 


KERATOSIS FoLLIcuLARIS (DARIER). Presented by Dr. Mrnran B. PAROUNAGIAN. 


A. B., a man aged 27, born in the United States, is a clothes presser. His 
disorder began seven or eight years ago with some itching and scaling of the 
scalp. Shortly thereafter he noticed a rash on the forehead; this slowly and 
gradually spread downward. In the following three or four years the eruption 
spread, involving the face, neck, shoulders, arms, forearms, chest and upper portion 
of the abdomen. The lesions were generally nonitching, but at times, especially in 
warm places, they itched moderately. About three years ago, the patient received 
localized roentgen irradiation and’ intravenous treatment from a dermatologist, 
and the entire eruption disappeared after about four months of this therapy. The 
eruption remained absent for about one year and then recurred, showing the same 
character as previously. 

About eight or ten months ago the patient attended the Skin and Cancer Unit 
of the New York Post-Graduate Medical School and Hospital where a biopsy was 
made and the condition was diagnosed as Darier’s disease, but he received no 


treatment. 
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The lesions are distributed on the scalp, forehead, face, neck, shoulders, front 
of the chest, axillae, scapulas, dorsal and sacral regions, extensor surface of the 
arms and forearms and upper portion of abdomen. There are a few lesions in the 
eroins. The lesions tend to show grouping and consist of firm, verrucous, conical, 
nonscaling papules which vary from skin-colored to fawn-colored and from the size 
of a pinhead to that of a match head. The impression is that the papules are of 
follicular origin. 

On the dorsa of the hands and fingers there are flat, slightly raised, shining, 


nonitching papules. 


GLossy SKIN; STREAKED CUTANEOUS ATROPHY. Presented by Dr. Frep WISE. 

S. M., a woman aged 32, born in the United States, a housewife, from the 
Skin and Cancer Unit of the New York Post-Graduate Medical School and Hos- 
pital was presented by Dr. Wise before the New York Dermatological Society 
on April 23, 1935. (Arcu. Dermat. & SypH. 33:403 [Feb.] 1936). 


DISCUSSION 
Dr. Louis B. Mount: I agree with the presenter; the condition is superficial 
atrophy of the skin. The lesions are much like those seen in cases of atrophia 
striata. 
Dr. Frep WIsE: Tinea versicolor has been ruled out by repeated microscopic 


examination. 


DERMATITIS HERPETIFORMIS. Presented by Dr. Frep WIsE. 

N. C., a woman aged 23, single, first presented herself at the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital on April 11, 
1935, complaining of an eruption of thirteen months’ duration. The eruption first 
appeared at the corner of the mouth on the right side; three weeks later the 


inguinal and crural regions, and about six months later the axillae, became involved. 
Various remedies, topical and general, have been used, but without any effect on 
the course of the eruption. 

Two weeks ago the patient presented an erythemato-urticarial and vesicular 
eruption, which later became wholly vesicular and which is now practically confined 
to the axillae and to the crural regions. In the latter areas the eruption extends 
above the inguinal region, involving the lower portion of the abdomen, and down- 
ward to about two thirds of the upper and anterior aspects of the thighs. The 
elementary lesion is a vesicle, and numerous vesicles are distributed throughout 
the affected parts. Some of these have ruptured, and crusted lesions are present 
at these sites. Erythemato-urticarial lesions are present in other areas, surrounding 
the original sites. 

The condition is greatly improved tonight, and the scalloped, raised urticarial 
edges are absent. The patient has received a suspension of bismuth subsalicylate 
intramuscularly, and there seems to have been a favorable response to this therapy. 

The potassium iodide test showed a vesicular reaction at the edge of the patch. 
The potassium bromide test was negative. Microscopic examination did not reveal 
any fungi. 

The Wassermann test was negative. The report on the blood count was as 
follows: polymorphonuclear leukocytes, 54 per cent; lymphocytes, 38 per cent; 
large mononuclear leukocytes, 3 per cent; eosinophils, 2 per cent; basophils, 3 per 
cent. The stained specimen from a bullous lesion showed: polymorphonuclear 
leukocytes, 35 per cent; lymphocytes, 27 per cent; eosinophils, 38 per cent. 

Material from a bullous lesion was cultured but showed no growth. 


DISCUSSION 


_ Dr. Georce C. Anprews: My co-workers and I had a patient with a similar 
disorder at the Vanderbilt Clinic three or four years ago. She was entirely cured 
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by daily treatments which consisted in opening vesicles and pustules and painting 
them with a solution of gentian violet. I do not believe that the disorder is derma- 
titis herpetiformis. 

Dr. Frep Wise: The high percentage of eosinophils in the vesicular fluid 
indicates dermatitis herpetiformis. 


A Case For Diacnosis. (Lupus ErytTHEMATOSUS? ECZEMA SEBORRHOEICUM?), 

Presented by Dr. FrED WISsE. 

R. S., a woman aged 50, born in Russia, a housewife, from the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital, is presented 
because of an eruption involving the face and the dorsa of both hands. The con- 
dition began thirteen years ago and has become gradually worse. The patient has 
applied various salves, but no improvement has resulted. The eruption at times 
disappears spontaneously and reappears at irregular intervals. 

There are numerous discrete and confluent erythematous lesions, which are 
most marked on the cheeks and chin. On both cheeks, as well as on the nose 
and forehead, the eruption consists of a uniform sheet of bright red, shiny, non- 
scaly, edematous dermatitis, resembling acute lupus erythematosus. Before an 
ointment was applied the face was scaly. There are a few discrete erythematous 
papules on the nose and forehead. There was considerable scaling throughout the 
scalp. On the dorsa of the hands there are numerous discrete and confluent papular 
and scratched vesicular lesions. Most of these lesions are crusted, but a few con- 
sist of erythematous plaques. 

About two years ago the patient had a patch of eczema involving the umbilicus. 
Examination for fungi and Wassermann, Kahn and Kline tests gave negative 
results. 

DISCUSSION 

Dr. Lupwic OuULMANN: This patient states that whenever she follows a diet 
the eruption on the face and hands clears up. I regard the disorder as a toxic 
erythema and a manifestation of sensitization to light. That condition differs from 
lupus erythematosus in that it responds much easier to proper treatment. 

Dr. Howarp Fox: This case illustrates the great difficulty which one at times 
encounters in the differentiation between lupus erythematosus and_ seborrheic 
eczema. As there are fairly well defined patches on the hands I somewhat favor 
the first of the two diagnoses. I have frequently urged the use of roentgen irradia- 
tion as a therapeutic test between these two diseases. One of the conditions is apt 
to improve and the other to become worse after roentgen treatment. 


ANGIOKERATOMA OF THE SCROTUM. Presented by Dr. MrHrRAN B. PAROUNAGIAN. 


P. D., a man aged 68, born in the United States, a printer, first noticed the con- 
dition of the scrotum about twenty years ago. The condition then looked the same 
as it does today except that it has become more extensive. The patient believes 
that the condition spontaneously improves and regresses from time to time. There 
have been no subjective symptoms beyond an occasional slight itching. 

The scrotal veins stand out rather sharply but are not particularly enlarged. 
Along the course of these veins, all over the scrotum, are numerous distinct, raised 
lesions from the size of a pinpoint to that of a pinhead which are from pinkish to 
wine red; they have the appearance of angiomas but the blood cannot be entirely 
expressed from them. Many of these lesions have a rough surface and also a tiny 
adherent scale. The Wassermann test was negative. Examination of the urine 
showed a faint trace of albumin and a few hyaline and granular casts. 


DISCUSSION 


Dr. Frep Wise: I think that the lesions are angiomas rather than angiokera- 
tomas. 





Book Reviews 


Die Hautkrankheiten; Ein Buch fiir Aerzte und Studierende. By Richard 
Rohrbach. Price, 20 marks; bound, 21.50 marks. Pp. 393. Dresden: 
Theodor Steinkopff, 1935. 

In his foreword, Rohrbach emphasizes that in modern dermatology stress is 
laid mainly on general disturbances and changes of cell metabolism, in contrast 
to descriptive dermatology, in which the emphasis is on local cellular changes. 
Because of this biologic point of view, the book differs considerably from ordinary 
textbooks in regard to the space devoted to investigations of a general biologic 
nature, in classification and in treatment. Heredity, vitamins and hormones are 
discussed. 

A chapter is devoted to the discussion of Umstimmung (i. e., alteration of the 
chemical body function) by altered nutrition, vitamins, hormones and ultraviolet 
rays and by Reiskérper therapy, under which heading the administration of foreign 
proteins, sulfur and dextrose, the production of artificial fever and the effect of 
spas are taken up collectively. 

The classification of diseases is unusual; e. g., purpura is included under 
“Infection from Cocci.” Psoriasis, neurodermatitis, pemphigus, ulcus cruris and 
pruritus are grouped together under the title “Diseases of the Skin Produced by 
Metabolic Disturbances.” The classification of children’s eczema into three 
etiologic groups according to the underlying constitution—seborrheic, lymphatic 
or angioneurotic—is unusual. 

Thirty-one pages are devoted to “Allergic Diseases of the Skin,” and a com- 
prehensive general introduction to allergy is given. In discussing “allergic eczema” 
Rohrbach states that “desensitization or complete elimination of the causative 
agent as ascertained by intracutaneous testing promises the most certain results.” 
Methods of desensitization are not given. Urbach’s studies on food-sensitization 
are discussed; hydroa vacciniforme is assumed to be an avitaminosis associated 
with increased sensitivity to light. 

As concerns therapy, Rohrbach seems to have a predilection for proprietary 
compounds, which far outnumber the regular drugs, and their composition is not 
given. Not many American dermatologists will agree with the statement that 
roentgen therapy is the method of choice for the local treatment of psoriasis and 
that the best general treatment is a low fat diet. 

While detailed consideration is given to the treatment of pemphigus with liver 
extracts, such time-proved methods as treatment with zinc-calcium oxide gelatin 
dressing in cases of ulcer due to stasis are not mentioned. The amount of space 
(two and one-half pages) given to mustard-gas burns is surprising. 

The price of 20 marks ($8.05) for the unpretentious looking paper-covered book 
of three hundred and ninety-three pages with no illustrations seems high. A 
comprehensive index is attached. 


Nouvelles lettres 4 un médecin praticien sur la dermatologie et la vénéré- 
ologie. By Clément Simon, Médecin de l’Hopital Saint-Lazare. Price, 35 
francs. Paper. Pp. 226. Paris, Masson & Cie, 1935. 

The first series of these letters was published five years ago and met with 

a most favorable reception. This second volume, containing twenty-eight letters, 

is a worthy successor both as to the material and as to the method of presentation. 

Since Simon is a pupil of Brocq’s, one finds frequent allusions to the teachings 

of that master clinician. Those well versed in French will read these epistles with 

zest. Certain of the sentences are Rabelaisian, while others are worthy of the 
author of Thais. 
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Among the subjects treated are the following: a particularly obstinate case of 
vulvar pruritus, erysipeloid, urticaria, general medication in dermatology, intoler- 
ance or idiosyncrasy, the duration of the treatment of syphilis, the pathogenesis 
of traumatic syphilis, the preserologic period of syphilis, dermatitis factitia, the 
treatment of syphilis by means of a new mercurial compound and the Fox-Fordyce 
disorder. 

In conclusion, this unusual and eminently practical presentation is worthy of 
hearty commendation. Theories, which are often the pet creatures of those who 
roam far from practice, have been banished. The author’s reputation is well 
sustained by this, his latest contribution. 


Common Skin Diseases. By A. C. Roxburgh. Third edition. Price, 15 
shillings net. Pp. 368, with 8 colored plates and 139 illustrations. London: 
H. K. Lewis & Co., Ltd., 1936. 


The fact that Roxburgh’s “Common Skin Diseases” is now in its third edition 
indicates the appeal which it has. It is a work well suited for general use in 
treating cutaneous diseases. The author has had an enormous amount of practical 
experience and has written from that standpoint. The book is sound, shows good 
practical sense and adequately considers its various topics. Dermatologists are 
glad to welcome this new edition. The price is reasonable. 





Directory of Dermatologic Societies * 


INTERNATIONAL 


NintH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SYPHILOLOGY 
American Secretary: Dr. Howard Fox, 140 E. 54th St., New York. 


FOREIGN 


BritisH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 
H. A. Dixon, President, Medical Arts Bldg., Toronto, Ont. 
Norman Wrong, Secretary-Treasurer, Medical Arts Bldg., Toronto, Ont. 
Place: Toronto, Ont. Time: May 1936. 


RoyaAL Society oF MEDICINE, SECTION OF DERMATOLOGY 


H. W. Barber, President, 7, Devonshire Pl., London, W. 1. 
Louis Forman, Secretary, 7, Devonshire Pl., London, W. 1. 


NATIONAL DERMATOLOGIC SOCIETIES 


AMERICAN MeEpIcAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 
Harry R. Foerster, Chairman, 208 E. Wisconsin Ave., Milwaukee. 
J. Bedford Shelmire, Secretary, 1719 Pacific Ave., Dallas, Texas. 
Place: Kansas City, Mo. Time: May 11-15, 1936. 


AMERICAN Boarp OF DERMATOLOGY AND SyYPHILOLOGY 
Howard Fox, President, 140 E. 54th St., New York. 
C. Guy Lane, Secretary, 416 Marlborough St., Boston. 
Place: Kansas City, Mo. Time: May 11-12, 1936. 


AMERICAN DERMATOLOGICAL ASSOCIATION 
C. Guy Lane, President, 416 Marlboro St., Boston. 
F. D. Weidman, Secretary, University of Pennsylvania, Philadelphia. 
Place: New Ocean House, Swampscott, Mass. Time: June 4-6, 1936. 


SECTIONAL DERMATOLOGIC SOCIETIES 


CENTRAL STATES DERMATOLOGICAL ASSOCIATION 
H. G. Miskjian, President, 936 Rose Bldg., Cleveland. 
E. W. Netherton, Secretary-Treasurer, 2020 E. 93d St., Cleveland. 
Place: Cleveland. Time: Dec. 5, 1936. 


NorTHERN NEw JERSEY DERMATOLOGICAL SOCIETY 
Henry J. F. Wallhauser, President, Medical Tower, Newark. 
Louis J. B. LeBel, Secretary, 165 Grant Ave., Nutley. 
Place: Academy of Medicine of Northern New Jersey, Newark. Time: Third 
Tuesday of January, March, May, September and November. 


* Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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SOUTHERN MeEpICAL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


J. W. Roussel, Chairman, 150 Baronne St., New Orleans. 
Cornelius F. Lehmann, Secretary, 705 E. Houston St., San Antonio, Texas. 


STATE DERMATOLOGIC SOCIETIES 


CALIFORNIA MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, DERMATOLOGY 
AND SYPHILOLOGY SECTION 


William H. Goeckerman, Chairman, 1680 N. Vine St., Hollywood. 
Stanley O. Chambers, Secretary, 1210 Roosevelt Bldg., Los Angeles. 


FLoripA Society OF DERMATOLOGY AND SyYPHILOLOGY 
J. L. Kirby-Smith, Chairman, 204 Laura St., Jacksonville. 
W. M. Sams, Secretary, 310 Ingram Bldg., Miami. 
LouISIANA DERMATOLOGICAL SOCIETY 


M. T. Van Studdiford, President, 912 Pere Marquette Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, Maison Blanche Bldg., New Orleans. 


MASSACHUSETTS MEDICAL Society, SECTION ON DERMATOLOGY AND SYPHILOLOGY 


Harvey P. Towle, President, 453 Marlborough St., Boston. 
Rudolf Jacoby, Secretary, 270 Commonwealth Ave., Boston. 


MepIcAL SOCIETY OF THE STATE OF NEW YorK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


Louis Tulipan, Chairman, 224 E. 17th St., New York. 
C. H. Peachey, Secretary, 197 S. Goodman St., Rochester. 


MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 


Abraham Strauss, Chairman, Medical Arts Bldg., Philadelphia. 
L. G. Bembauer, Secretary, 5026 Jenkins Arcade Bldg., Pittsburgh. 


MIcHIGAN State Mepicat Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


A. E. Schiller, Chairman, 10 Peterboro St., Detroit. 
G. Warren Hyde, Secretary, 2501 W. Grand Blvd., Detroit. 


MINNESOTA DERMATOLOGICAL SOCIETY 


L. H. Winer, President, 78 S. Ninth St., Minneapolis. 
F. W. Lynch, Secretary, Lowry Medical Arts Bldg., St. Paul. 
Time: First Wednesday in October, December, February and April. 


OKLAHOMA STATE DERMATOLOGICAL ‘SOCIETY 


Marque O. Nelson, President, 307 Medical Arts Bldg., Tulsa. 
Harry Green, Secretary, 1116 Medical Arts Bldg., Tulsa. 


TeExAS DERMATOLOGICAL SOCIETY 
J. C. Michael, President, 1215 Walker Ave., Houston. 
Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 
Place: Austin. 








DIRECTORY 


LOCAL DERMATOLOGIC SOCIETIES 


BALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 
Dudley C. Smith, President, University of Virginia Hospital, Charlottesville, Va. 
Francis A. Ellis, Secretary, 104 W. Madison St., Baltimore. 


Bronx DERMATOLOGICAL SOCIETY 


Eugene F. Kelley, Chairman, 93 Radford St., Yonkers, N. Y. 
Henry Silver, Secretary, 290 West End Ave., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 


Samuel Hecht, President, 679 Greene Ave., Brooklyn. 
Mortimer J. Cantor, Secretary, 907 St. Marks Ave., Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 


BUFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 


Earl L. Eaton, President, 40 North St., Buffalo. 
Richard L. Saunders, Secretary, 333 Linwood Ave., Buffalo. 


CENTRAL NEw YorK DERMATOLOGICAL SOCIETY 
George M. Fisher, President, 264 Genesee St., Utica. 
Rudolph Ruedemann Jr., Secretary-Treasurer, 214 State St., Albany. 
CuHIcaGO DERMATOLOGICAL SOCIETY 
William A. Pusey, President, 7 W. Madison St., Chicago. 
Max S. Wien, Secretary, 104 S. Michigan Ave., Chicago. 
CINCINNATI DERMATOLOGICAL SOCIETY 


Samuel Goldblatt, President, 3208 Colerain Ave., Cincinnati. 
Raymond G. Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 


H. G. Miskjian, President, 856 Rose Bldg., Cleveland. 
E. W. Netherton, Secretary, 2020 E. 93d St., Cleveland. 


Detroir DERMATOLOGICAL SOCIETY 


L. W. Shaffer, President, 1553 Woodward Ave., Detroit. 
William G. Saunders, Secretary-Treasurer, 9203 Grand River Ave., Detroit. 


Los ANGELES DERMATOLOGICAL SOCIETY 


N. P. Anderson, Chairman, 2007 Wilshire Blvd., Los Angeles. 
Thomas W. Nisbet, Secretary, 65 N. Madison Ave., Pasadena, Calif. 
Time: Second Tuesday of each month, October to May, inclusive. 


MANHATTAN DERMATOLOGIC SOCIETY 
Paul E. Bechet, Chairman, 55 Park Ave., New York. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 


MONTREAL DERMATOLOGICAL SOCIETY 


Alberic Marin, President, 1414 Drummond St., Montreal, Canada. 
Paul Poirier, Secretary, 2073 St. Denis St., Montreal, Canada. 


New ENGLAND DERMATOLOGICAL SOCIETY 


William P. Boardman, President, 388 Marlborough St., Boston. 
J. Harper Blaisdell, Secretary, 45 Bay State Road, Boston. 
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New York ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SyPHILIS 


Max Scheer, Chairman, 509 Madison Ave., New York. 
Frank C. Combes, Secretary, 80 W. 40th St., New York. 
New York DERMATOLOGICAL SOCIETY 


R. H. Rulison, Chairman, 114 E. 62nd St., New York. 
Eugene F. Traub, Secretary, 140 E. 54th St., New York. 


OMAHA DERMATOLOGICAL SOCIETY 
Charles McMartin, Chairman, 611 City National Bank Bldg., Omaha. 
Donald J. Wilson, Secretary, 1216 Medical Arts Bldg., Omaha. 
PHILADELPHIA DERMATOLOGICAL SOCIETY 


Herbert J. Smith, Chairman, 3305 N. 17th St., Philadelphia. 
Vaughn C. Garner, Secretary, Greene and Coulter Sts., Philadelphia. 


PITTSBURGH DERMATOLOGICAL SOCIETY 


Emerson Gillespie, President, 120 Tuscarawas St., Canton, Ohio. 
Joseph J. Hecht, Secretary, 506 Medical Arts Bldg., Pittsburgh. 


St. Louis DERMATOLOGICAL SOCIETY 


A. H. Conrad, President, 3720 Washington Blvd., St. Louis. 
Roy L. Kile, Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 
Place: Barnard Free Skin and Cancer Hospital. Time: Second Wednesday of 


each month. 
SAN FRANCISCO DERMATOLOGICAL SOCIETY 


L. R. Taussig, President, 384 Post St., San Francisco. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 





